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GYNECOLOGICAL SURGERY DURING 
THE CHILD BEARING AGE 


Cuar.es E. FLowers, Jr., M. D. 
Chapel Hill, N. C. 


discussion of gynecological surgery dur- 
A ing the child bearing age is timely be- 

cause inadequate knowledge of pelvic 
physiology, lack of understanding of the 
pyschosomatic problems of young women, and 
the lack of conservatism on the part of some 
surgeons is causing expensive, unnecessary and 
often mutilating pelvic operations on young 
women. Hospital Tissue Committees should 
prevent this; they should strive to improve the 
surgical and medical practice within their hos- 
pitals, but all too often they employ the tech- 
nique of “whitewash” rather than critical 
analysis. 

The general practitioner is the medical 
foundation of a community; he is the family 
and the referring physician. It therefore be- 
comes his duty and obligation to see that his 
patients receive the best medical, surgical and 
gynecological care. 

In order that he may afford his patients this 
care, let us review some of the gynecological 
problems of young women and discuss the 
principles of their management and treatment. 

The Ovarian Cyst 

During the reproductive years, an ovarian 
cyst is more often a physiological than a patho- 
logical entity. Ovulatory and anovulatory 
cycles are capable of producing follicular and 
corpus luteum cysts. The discovery of an 
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ovarian mass in a young woman should prompt 
observation rather than surgery. 

Surgery should not be considered unless the 
ovarian mass is greater than 5 centimeters in 
diameter, is opaque by x-ray examination, or 
shows progressive enlargement during 6 to 8 
weeks of observation. Moreover, most ovarian 
masses should be managed conservatively by 
observation unless they are firm rather than 
cystic or are twisted or associated with severe 
pain. The treatment of the benign ovarian cyst 
is cystectomy rather than oophorectomy or 
salpingoophorectomy. Radical adnexal surgery 
should be avoided in benign lesions of the 
ovary. 


Pelvic Inflammatory Disease 

The diagnosis of pelvic inflammatory disease 
is made too often, too loosely, and too quickly. 
Pelvic discomfort of almost any degree or type 
is diagnosed as “PID”, and the patient is 
treated with hot douches and antibiotics. This 
is unfortunate since the disease occurs so in- 
frequently among white private patients. What 
is presumed to be chronic salpingitis is more 
often pyschosomatic pelvic pain.?,3 It is not 
surprising that a large percentage of psycho- 
somatic discomforts in women is referred to 
the pelvis. Menstruation, coitus, and childbirth 
are fundamental functions in the lives of wo- 
men. Therefore, when marital, sexual, family 
and personal difficulties arise psychosomatic 
pelvic pain may occur. The typical syndrome 
includes lower quadrant pain, which is usually 
deep without rebound, dyspareunia, vagin- 
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ismus, adnexal discomfort, dysmenorrhea, pre- 
menstrual tension, and tension headaches. 
These women are afebrile, often relatively 
hypotensive and have normal leucocyte counts 
and sedimentation rates. 

These patients need a physician who is an 
understanding friend, not an operation. The 
majority of these women will respond to 
superficial psychotherapy and be benefited by 
the occasional use of such drugs as Dexamy], 
Daprisal (compounds of dextro-amphetamine 
sulfate and amobarbital) or small doses of 
testosterone. 

When there is some real question of pelvic 
pathology, simple procedures such as posterior 
colpotomy, culdoscopy and utero-salpingraphy 
will establish the proper diagnosis. Ex- 
ploratory laparotomy is seldom indicated. 

When gonorrheal or tuberculosis salpingitis 
is present and associated with chronic pain, 
parametrial induration and tubovarian masses, 
there are 3 indications for surgery. 

1) Patients who have large tubovarian ab- 
scesses which are likely to rupture and have 
failed to respond to bed rest and antibiotics. 

2) Patients who have such severe and 
chronic pelvic pain and debility, that they will 
consent to castration if it is necessary to 
eradicate their disease. 

3) Patients with genital tuberculosis.5 

When a laparotomy is done for extensive 
pelvic inflammatory disease, it should be a 
complete operation with extirpation of both 
tubes, uterus, cervix and irreparably damaged 
ovarian tissue. Surgery should be delayed until 
it is mandatory; it then should be complete. 
The piecemeal pelvic surgery that is so 
prevalent should be discontinued. 

Myoma of the Uterus 

The removal of the uterus during the child 
bearing age should receive the same considera- 
tion that one would give to the removal of a 
limb. 

Myoma of the uterus should be considered 
as part of the normal process of aging. The 
mere presence of a myoma should not serve as 
an excuse or be considered an indication for 
hysterectomy or myomectomy.® A_ patient 
should not be frightened into an operation by 
associating uterine fibroids with cancer. The 
operative mortality of hysterectomy is precise- 
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ly the same as the incidence of malignancy 
among myomas. Moreover, it should be re- 
membered that myoma of the uterus will de- 
crease in size after the cessation of menses. 

There are however four indications for 
hysteromyomectomy. 

1) Myomas whose responsibility for profuse 
and abnormal uterine bleeding has been 
established by eliminating malignant pelvic 
growths and endocrine imbalances. 

2) Myomas which cause obstruction to the 
urinary and gastro-intestinal systems. 

3) Myomas which cause pain because of 
size, location or loss of blood supply. 

4) Myomas which cause uterine enlarge- 
ment of at least 10 centimeters above the sym- 
physis pubis. 

The indications for myomectomy cannot be 
stated so categorically.7 The myoma should 
be of sufficient size to produce pain or altera- 
tion in normal uterine physiology, be located 
in such undesirable locations as the cervix or 
the endometrial cavity or be associated with 
torsion, necrosis or obstruction. 

Myomas should be considered as deterrents 
to fertility only after all other causes of in- 
fertility have been eliminated. Myomectomy is 
not warranted purely because a patient is con- 
templating marriage or has failed to conceive. 

Endometriosis 

Hysterectomy is seldom indicated in the 
treatment of endometriosis during the re- 
productive years. These patients should be 
encouraged to become pregnant and should 
receive competent advice concerning infertil- 
ity. If the disease process progresses, the con- 
servative operation of TeLinde may be per- 
formed.® This consists of resection of endo- 
metrial implants and endometriomas, pre- 
sacral neurectomy and on occasion uterine 
suspension. 

Menstrual Dysfunction 

Abnormalities of menstruation are frequent 
during the early and late years of menstrua- 
tion. There is no problem of cancer in the 
teenager and a curettage is generally not 
necessary. The abnormal uterine bleeding is 
secondary to an estrogen, progesterone and 
metabolic imbalance which can be treated 
satisfactorily with rest, nutrition and properly 
regulated cyclic therapy. If the bleeding be- 
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comes alarming, these young girls should be 
referred to a medical center for treatment 
rather than to surgery for hysterectomy. 

During the third and fourth decades of life 
abnormal uterine bleeding may indicate car- 
cinoma and require Papanicolaou smears, 
biopsies, and curettage. But hysterectomy for 
benign uterine bleeding should be delayed 
until the patient has finished her childbearing. 
These women may generally be managed 
satisfactorily with the occasional curettage, 
carefully regulated cyclic therapy and cor- 
rection of their nutritional and emotional 
difficulties.® 

Carcinoma of the Cervix 

The treatment of invasive cancer in the child 
bearing age requires adequate and complete 
surgery or radiation, occasionally both. But an 
increasing number of uteri are being sacrificed 
because a few abnormal but nonmalignant 
cells are found on the Papanicolaou smear. 
The Papanicolaou smear does not make a 
definitive diagnosis of cancer. Suspicious cells 
do not indicate hysterectomy, but dictate that 
a proper gynecological diagnosis be made. 

There are simple steps that may be taken to 
make a proper diagnosis when anaplastic cells 
are present on the Papanicolaou smear. If a 
cervical lesion is present, it should be ex- 
amined by biopsy, as should the entire muco- 
cutaneous junction. This simple procedure may 
be performed in any physician’s office. If in- 
vasive cancer is not demonstrated, a cold knife 
conization and fractional curettage should be 
performed.'° When suspicious cells are found 
on a normal or completely epitheliazed cervix, 
one should proceed immediately to a cold 
knife conization and curettage. Multiple 
sections of the conized tissue may reveal only 
cervicitis or squamous metaplasia which re- 
quire no further treatment, carcinoma in-situ 
which occasionally may be followed con- 
servatively, or invasive carcinoma of the cer- 
vix. 

Invasive carcinoma of the cervix should be 
treated by adequate radium and x-ray. The use 
of radical hysterectomy in the treatment of 
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carcinoma of the cervix is still in the research 
phase of its development. It is an extensive 
operation that should be performed only in 
large medical centers. The employment of sub- 
total and total hysterectomy in invasive cancer 
of the cervix must be vigorously condemned. 
These procedures reduce the life expectancy 
of the patient and deny her proper radiological 
treatment. The uterus is a receptacle for 
radium; its absence materially reduces the 
amount of radiation that can be administered. 

Carcinoma in situ is generally treated by 
total hysterectomy and removal of the upper 
third of the vagina; occasionally the lesion 
may be treated conservatively. The decision 
to treat carcinoma in situ conservatively de- 
pends upon the extent of the lesion and the 
degree of anaplasia of the cells. This decision 
is a serious one and should be made only by 
pathologists and surgeons who have consider- 
able experience in the management of pelvic 
cancer. 

Summary 

There are five suggestions that may be made 
to improve the practice of gynecology and the 
performance of gynecological surgery during 
the child bearing age. 

1) Take a careful gynecological history. En- 
courage patients to discuss their psychosexual 
problems. 

2) Make the pelvic examination a part of 
each general physical examination. This will 
increase the proficiency of this examination. 

3) Have a capable surgeon who practices 
outside the community discuss controversial 
gynecological cases and review tissue com- 
mittee findings at staff, county medical society, 
and postgraduate meetings. 

4) Become familiar with basic gynecological 
pathology, the treatment of malignant condi- 
tions in the pelvis, and the symptoms of pelvic 
psychosomatic disorders. 

5) Refer your patients for consultation 
rather than definitive surgery to surgeons who 
are known for their conservative attitude to- 
ward pelvic surgery. 

(For References See Page 17) 
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REFLECTIONS ON CANCER’ 


Robert Licu, Jr., M. D.**° 


Ramer Lecture is an honor which I am 

not quite sure should have fallen my 
way. After Dr. Clyde Bowie extended me this 
privilege I wondered what might be appropri- 
ate to justly honor your great benefactor, Mrs. 
Rose E. Ramer, and since this is an anniversary 
lecture it seemed fitting to attempt, in broad 
terms, an inventory of recent scientific and 
clinical considerations in cancer. This under- 
taking can not be spanned in a few minutes, 
but some concepts can be outlined with 
purposeful disregard for detail. 

Let us review first what is meant by cancer. 
Cancer is a killer and still it is not some hor- 
rible monster. Specifically it is rampant 
embryonic cellular growth which robs the 
host of his nutrition and results in his destruc- 
tion. For example, localized lining cells within 
the bladder suddenly grow rapidly forming a 
lump or mass which may project into the 
bladder and be readily visible to the urologist, 
or they may grow within the walls of the 
bladder and defy early detection. These cells 
demand increased nutrition and newly formed 
blood vessels grow into the tumor with great 
rapidity, These nutrient channels are youth- 
fully delicate and the tumor cells in their 
hungried existence may penetrate the vessel 
and be carried to distant parts of the body 
where they initiate similar tumor masses 
which are known as metastases. Cancer then 
is a race for survival between these young 
edacious cells and their hapless host. 

What is the cause of this cellular mis- 
behavior? Are they entirely new cells that have 
been lying dormant, or normal cells that have 
gone metabolically astray, or is there some 
extrinsic cause, and why only a localized group 
of cells instead of all the cells in the body at 
once? The answers are yet to come, but we 
have accumulated some data of interest with 
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regard to some of these questions. 

In urology we have at least one cancer that 
seems to be directly related to a chemical 
poisoning. Cancer of the bladder is extremely 
common among aniline dye workers, so com- 
mon in fact that chemical companies demand 
that workers in these products have regular 
examinations for the early detection of blad- 
der cancer. On the other hand, we have in 
urology a directly opposite situation wherein 
a chemical compound, stilbestrol, will hold 
prostatic carcinoma in abeyance for a variable 
period of time. Then in startling contrast some 
of the patients treated with stilbestrol for car- 
cinoma of the prostate have developed a can- 
cer of the breast during the time the drug was 
being used. Stilbestrol or female hormone 
seemingly has restrained one tumor and 
created another. It would seem here that 
chemical activity must be a prime factor since 
a chemical is the common denominator in both 
origin and control. 


Duran-Reynals, at Yale University, has pro- 
duced cancer in mice, using cortisone, vaccinia 
virus and methylcholanthrene in sub-carcino- 
genic doses. It was found however that if 
estrogen was added that embryonic connective 
tissue production was increased and cancer 
failed to develop. In other words, female hor- 
mone interrupted the cortisone depression of 
mesenchyme or embryonic connective tissue 
and prevented cancer. 

Several authors have noted rejection, ac- 
ceptance and the establishment of immunity 
in experimental cellular cancer transplants into 
humans and there is reason to believe that the 
serum properdin level of the cancer host is 
significant. Hence, we have here a possible 
clue as to why or how tumor cells find a fertile 
field in one and not in another individual. 

Dr. Wendell M. Stanley at a recent meeting 
of the American Philosophical Society dis- 
cussed the relationship of chemistry to cancer. 
He presented the findings that viruses, mole- 
cules and genes were closely related to the 
fundamental life substance, nucleic acid. He 
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pointed out that certain viruses have -been 
broken down to protein and nucleic acid sub- 
units and then reassembled to recreate the 
initial biologically active virus. Of course it 
has been long known that several animal can- 
cers are caused by viruses. From the studies 
of nucleic acid the relationship of genes, 
viruses, cancer and life suggest the possibility 
that genes and viruses may produce causative 
effects interchangeably and the aftermath may 
be obvious to us as a cancer. Furthermore, we 
know that viruses may be ineffective in a host 
and later mutate with rapid host destruction. 
Also, viruses may be dormant over long 
periods, even generations, and suddenly erupt 
into killing activity. By the same token genes 
might well harbor a virus of cancerous effect 
which would not necessarily cause destruction 
in each host, but lie dormant and spring into 
activity under certain environmental circum- 
stances and produce fatal cancer in a familia! 
line with unpredictable distribution. Here 
again, it would appear that the chemical 
etiology of cancer is gaining confirmation 
though possibly from a different aspect. 

Our greatest need today is a test for the 
early detection of malignant growth irre- 
spective of its site. This need, in recent years, 
has become increasingly acute because as we 
are effecting total surgical extirpation we are 
finding an ever increasing number of multiple 
primary tumors in the same individual. For ex- 
ample, the patient cured of a bladder cancer is 
found ten years later to develop an unrelated 
malignant growth in another organ with no 
evidence of recurrence of the original cancer. 
Only a few years ago more than a single pri- 
mary cancer was a curiosity while today it is 
commonplace with two or even three primary 
tumors occurring in variable succession over a 
period of years in the same individual. It now 
seems what we once considered a cure may 
still result in a failure. 

In urology we have the advantage of being 
able to view the urinary tract either directly 
by cystoscopy, or indirectly, by urography. It 
is true that neither method is infallible, but 
actually the degree of accuracy outdistances 
the available diagnostic acumen in other sys- 
tems of the body. Also, in urology we have 
one chemical test that determines the presence 
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of an increased amount of acid phosphatase in 
the blood. This substance may be increased in 
cancer of the prostate and though the test is 
not indicative of early cancer, and it is not 
totally specific, it does offer valuable assistance 
in diagnosis. It is, at least, a step in the direc- 
tion toward which we must strive. 

Lacking a laboratory test for cancer we must 
be alert to the earliest symptom or clinical 
finding no matter how trivial. In certain types 
of cancer symptoms generally appear early in 
the course of the disease, whereas, in other 
tumors the symptoms appear late, too late for 
curability. The reason for this difference is the 
character and location of the tumor, The 
delicately constructed bladder cancer that is 
constantly being massaged by the expanding 
and contracting bladder bleeds early because 
of the easily fractured fragile vascular spaces 
in the tumor. It must be emphasized and re- 
emphasized that this initial bleeding is usually 
slight, of short duration and seldom constant. 
A single episode of bloody urine may be the 
only indication of an early operably curable 
‘ladder tumor and a subsequent incident of 
bloody urine may not occur until the tumor is 
‘neurably extensive. A similar situation may 
occur in the kidney wherein the tumor de- 
mands profound vascularization and in the 
blood vessel's haste to accommodate the 
tumor’s ravenous demands its walls are in- 
adequate so that spontaneous rupture or 
vascular erosion permits blood to seep into the 
urine. Here again, as in the bladder, micro- 
scopic blood or a single minimal instance of 
visible bloody urine may be the only sign of 
early curable cancer of the kidney. 

Now in the other extreme, we have such 
structures as the prostate and testis wherein 
the organ is enclosed in a firm dense tissue 
capsule. These tumors usually grow more 
slowly and are manifest only by early minimal 
changes in size, shape, consistency or con- 
figuration of the particular organ. In other 
words, genital cancer is not diagnosed by 
symptoms, since when symptoms are manifest 
it is far too late for a cure. Here it is the re- 
sponsibility of the physician to make the diag- 
nosis early and on every examination he must 
continually re-examine these organs irre- 
spective of how many times they have been 
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found normal in the past. We as physicians 
must accept this responsibility and its diligent 
execution is our patient’s only hope of early 
diagnosis and cure. 


Speaking of treatment, it is apparent from 
what has been said that cancer is funda- 
mentally a cellular disturbance and to effect a 
cure we must attack it at a cellular level. We 
wish not only to destroy the already altered 
cell, but also to prevent another cell in the 
same or other organs from undergoing malig- 
nant change. Present day curative treatment 
for cancer is limited to surgery or irradiation 
and both these methods are aimed toward the 
destruction or removal of the cancerous cells. 
Neither measure prevents the appearance of 
other tumors in the same or other organs and 
are no more logical therapeutically than the 
treatment of the fever in diphtheria or the 
muscle spasm of poliomyelitis. It may be said 
only, on the behalf of surgery and irradiation, 
that it is the best we have available today. 
Like the explanation of the inebriate stumbling 
around in the dark who threw a brick-bat 
through a plate glass window, it looked like 
the only thing to do at the time. 

In the past few years radioactive substances 
have been combined with certain elements so 
that by metabolic activity of the disturbed 
cell the particular element with its radioactive 
attachment is engulfed with the resultant cell 
suicide. This is theoretically interesting, but 
its applications have not been dramatic. 


Auscultation of Faint Heart Murmurs. Dale Groom, 
M. D. (Charleston) Postgrad. Med. 22: 360, Oct. 
1957. 

Earlier diagnosis of valvular heart disease is 
facilitated by attention to the fainter, less obvious 
murmurs during an auscultatory examination. 

The major factors determining one’s ability to hear 
faint murmurs are discussed, notably the character- 
istics of human hearing and of stethoscopes, and tech- 
nic of auscultation. 

Background noise is likewise a determining factor, 


Furthermore, infiltration of radioactive com- 
pounds into the tumor have been explored 
and again the result is more spectacular than 
real, 

We in urology have seen evidence of the 
effectiveness of chemical therapy. Hormonal 
therapy in prostatic cancer and in some types 
of bladder cancer is purely palliative and not 
curative, but it gives us a glimpse of the 
potentiality of this type of treatment. Many 
of us have seen a patient take one or two pills 
a day and watch the tumor in the prostate 
change from a huge stony mass to a gland 
which felt normal and the metastatic malig- 
nant growth in the spine or pelvis producing 
invalidism and agonizing pain melt away and 
the patient be up and about with complete 
comfort within a few days. Needless to say 
this treatment is not always this spectacular, 
but it at least gives us hope for an eventual 
solution to our problem of cancer. 

It goes without saying that we have dis- 
cussed only a very small fragment of the can- 
cer problem. We have during these minutes 
looked briefly at the overall picture and 
guessed, maybe badly, at the future. The 
actual amount of daily, weekly and monthly 
accumulation of experimental and clinical data 
is incomprehensible, but like the moving 
glacier our progress is slow. The solution to 
cancer is still in the future, but we are con- 
stantly closing this gap of separation. 
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as shown by a study of the thresholds of audibility of 
40 physicians. 

Measurements with a sound-level meter of the back- 
ground noise levels on busy hospital wards and in 
clinic examining rooms indicate that these environ- 
ments are not as quiet as is generally supposed and 
are not conducive to accurate cardiac auscultation. 

Drastic reduction of such environmental noise will 
greatly enhance our ability to detect faint heart mur- 
murs. 
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ome may consider mastoiditis as a disease 
S of the past. It is not uncommon to ob- 
serve evidence of mastoid surgery on 
those who were in the younger age group be- 
fore the advent of the many antibiotics. Such 
an observation is rare in the age group seen 
by the pediatrician currently. 

A case of mastoiditis complicated by facial 
paralysis has been observed recently in Roper 
Hospital. This case has aroused the interest 
of several of the staff members in the problem 
of mastoiditis, and this endeavor to consider 
the subject is the direct product of interest in 
that particular case. 

It is difficult to separate the suppurative 
processes of the middle ear from those of the 
mastoid cells. The communication between the 
two structures is quite free. In almost every 
instance, acute mastoiditis is secondary to a 
middle ear infection. Primary infection and 
inflammation of the mastoid process is very 
rare; however, there have been cases of 
mastoiditis reported in which the middle ear 
has not been involved. The blood stream is the 
usual route for the introduction of the infection 
in such cases, It is probable that in many cases 
of acute infection of the middle ear the mas- 
toid cells are also involved. It is chiefly in 
those cases in which free drainage is dimin- 
ished that the mastoid symptoms become 
manifest. Symptoms are produced chiefly by 
trapped secretions within the cells. 

The case which we have recently observed 
is that of a four year old colored female ap- 
parently well until August 3, 1956 at which 
time she complained of discomfort involving 
her right ear. Examination revealed a bean 
lodged in the auditory canal. This was re- 
moved by the attending physician on the ear 
service with no immediate evidence of com- 
plication. The patient was discharged from the 
Emergency Room to have subsequent follow- 
up. Approximately four days after the ex- 
traction of the bean, right facial paralysis was 


From the Pediatric Department of the Medical Col- 
lege of South Carolina. 


January, 1958 


MASTOIDITIS IN CHILDREN 


M. W. Beacu, M. D. anp J. E. Papcetrt, Jr., M. D. 
Charleston, South Carolina 


observed. The patient was admitted to Roper 
Hospital at that time. There was a right in- 
ternal squint, a greatly distorted right ear 
drum, and a moderate amount of purulent 
material in the right auditory canal. Right 
facial paralysis was obvious, but the patient 
could open and close the right eyelids fairly 
well. The remainder of the physical examina- 
tion was non-contributory. She had a mild 
leukocytosis. A culture of the material from 
the right auditory canal was reported as 90 
per cent virulent Staphylococcus aureus. 
Roentgenograms of the mastoids demonstrated 
sclerosing and spotting in the right mastoid 
cells. The cell septa were indistinct. The left 
mastoid was clear. 


The patient was given tetracycline at the 
time of admission, and remained on this for 
ten days. At the end of ten days tetracycline 
was discontinued. Penicillin G and _ strepto- 
mycin were begun. She was essentially 
afebrile during the entire hospital stay with 
the exception of one temperature spike on the 
17th day of hospitalization. Examination at 
that time produced no apparent cause for the 
elevation, and the patient was again afebrile 
after 12 hours. 


The patient was subjected to galvanic and 
faradic stimulation of the facial nerve in an 
effort to. predict the response that might 
eventually be expected. With galvanic stimula- 
tion all facial muscles responded. With faradic 
stimulation there were no responses from the 
temporal, mandibular, buccal, or cervical 
branches of the right facial nerve. With these 
results, the attending physician elected to 
treat the patient with antibiotics rather than 
by a more radical approach. 


Approximately eleven days after admission 
slight improvement in function of the right 
facial musculature was observed. The patient 
remained in the hospital for 10 days longer, 
and during this period increasing facial muscle 
function was noted. She was discharged, im- 
proved, after 21 days of conservative treat- 
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ment. 

Review of the charts in Roper Hospital 
showed that during the period from 1946-1956 
there were only twelve cases of acute mastoidi- 
tis. Of these, eight were treated with anti- 
biotics and four underwent mastoidectomy. 
Apparently, good results were obtained in each 
case. Unfortunately the follow-up on these 
cases was unusually poor. We would like to 
mention several of these cases briefly. 

The first case is that of an 18 months old 
white female who had a bout of otitis media 
in September 1955. The patient was seen re- 
peatedly following this in the pediatric clinic 
and ear clinic with evidence of recurring 
otitis media. She had been treated with peni- 
cillin and sulfonamides on several occasions. 
For three days prior to admission she was 
treated with oxytetracycline without evidence 
of improvement. The patient was admitted on 
January 15, 1956 with a diagnosis of otitis 
media, upper respiratory infection, and phar- 
yngitis. Physical examination on admission re- 
vealed purulent drainage from the left ear, 
pharyngitis and slightly inflamed tonsils. Cul- 
ture of the material from the ear was reported 
as Pseudomonas species 100 per cent, resistant 
to all antibiotics. Roentgenograms demon- 
strated left mastoiditis. The patient was 
treated with erythromycin on admission, and 
later penicillin and streptomycin were added. 
She also received neosynephrine nose drops. 

It was elected to perform a tonsillectomy 
and adenoidectomy on this admission, after 
considering a long history of otitis media and 
the present complication of mastoiditis. The 
post operative course was uneventful, and the 
patient was discharged after ten days hospital- 
ization. Follow-up on this case showed that 
the patient returned to the pediatric clinic 
three months after surgery with bilateral 
otitis media. She was given Gantrisin and 
penicillin on that visit. The patient returned 
one week later with much improvement of the 
otitis media. Since that time she has had no 
further difficulty with otitis or pharyngitis. 

This case suggests that mastoiditis is a very 
likely complication of recurring otitis media, 
even though this complication is not suspected 
clinically. 

The second case is that of a 12 year old 


colored female who gave the history of a 
chronic draining ear since three years of age. 
At age 3 the patient was reported to have 
stuck a match in her right ear. She had had 
one previous admission for otitis media. For 
3 days prior to the admission with which we 
are concerned, the patient complained of pain 
in the right ear, Just prior to admission a 
generalized convulsion and temperature 105° 
were recorded. Roentgenograms revealed 
acute right mastoiditis. Result of a culture of 
the exudate from the right auditory canal was 
reported as Pseudomonas, slightly susceptible 
to chloramphenicol. On physical examination 
a swollen, tender area over the right mastoid 
was evident. The day following admission the 
patient underwent right radical mastoid- 
ectomy. The procedure was well tolerated and 
there was no evidence of complication. Follow- 
ing the surgical procedure she received peni- 
cillin 300,000 units b. i. d., chlortetracycline 
250 mg. every 4 hours and nitrofuran ear 
drops. After approximately 2 weeks of anti- 
biotic therapy these medications were re- 
placed with sulfadiazine. The patient was dis- 
charged to clinic apparently completely re- 
covered after 36 days hospitalization. There is 
no clinic record of follow-up available. 

This case points out that 9 years of con- 
servative therapy had been to no avail, and 
that a complete cure was apparently ac- 
complished after radical mastoidectomy. 

The next case is that of a 12 year old colored 
male admitted with history of headache of 
only three days duration. Physical examination 
demonstrated marked tenderness over the left 
mastoid area. Roentgenograms showed acute 
exudative mastoiditis on the left. Treatment 
consisted of penicillin for nine days, then sulfa- 
diazine for five days. Following this, penicillin 
treatment was resumed for the next five days. 
The patient demonstrated marked improve- 
ment on this regime, and was discharged after 
14 days of treatment. There is no indication 
of recurrence or complications. 

This case points out that even though the 
ear infection was of very short duration, the 
mastoid complication was observed to be 
severe. 

The next case is that of a five year old 
colored male with a history of frequent upper 
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respiratory infections. One month prior to ad- 
mission the patient had measles and chicken 
pox. As these two processes were subsiding 
the child developed otitis media with inter- 
mittent purulent drainage. Treatment in the 
pediatric clinic consisted of hydrogen peroxide 
irrigation and an oral sulfa preparation. Three 
days prior to admission the patient had a sulfa 
preparation forced into the left ear with a 
bulb syringe. Shortly afterwards he developed 
post auricular swelling and high fever, with 
erythema and tenderness over the mastoid 
process. Roentgenograms revealed acute left 
mastoiditis with some destruction. The surgical 
consultant elected conservative treatment with 
surgery if indicated only after the acute in- 
fection subsided. The patient received peni- 
cillin 300,000 units b. i. d. and neosynephrine 
nose drops, After 13 days of treatment, he was 
discharged much improved. 

This case is a good illustration of the 
efficiency of antibiotics in a case in which 
surgical intervention seemed indicated in the 
earlier course of the illness. 

Reviewing the literature on acute mastoiditis 
was somewhat disappointing; however, the ap- 
proach to the management in most cases of 
acute mastoiditis was an attempt to effect a 
cure with intensive antibiotic therapy, and if 
this method failed, the surgical approach was 
employed. 


Discussion 
It would appear from various studies in 
recent years, especially since the advent of the 
antibiotics that mastoiditis is becoming a rare 
disease. However, the occasional sprinkling of 
cases is indicative of several points: one is that 


Experiences in the Treatment of Human Beings with 
Antirabic Vaccine in South Carolina. G. E. McDaniel, 
M. D. South. M. J. 50:1369, (Nov. 1957) 

Antirabies vaccine, whose use is not without danger, 
is used all too frequently in the absence of definite 
indications. Antirabies vaccine was not indicated in 
35-40% of individuals given the vaccine in South 
Carolina between 1953 and 1955. The vaccine should 
not be given without careful evaluation of each patient 
and his specific need for the vaccine. During the per- 
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otitis media remains a condition that demands 
proper and adequated therapy to prevent 
complications; and another is, as pointed out 
by the case that we have recently observed, 
that we must be aware of mastoiditis as a com- 
plication in cases that do not arise originally 
as otitis media. 

From the review of hospital records and of 
the literature, it appears that the greater num- 
ber of cases of mastoiditis can be adequately 
controlled with the antibiotics which are avail- 
able today. There are those cases, however, 
which we occasionally see that are quite re- 
sistant to conservative treatment, and must be 
handled surgically in the manner that was 
practically the routine before the availability 
of antibiotics. 


Conclusions 
1) Mastoiditis is a frequent, although not al- 
ways recognized, complication of otitis media. 
2) Most cases of mastoiditis can be adequate- 
ly managed with antibiotics. 
3) There are occasional cases of mastoiditis 
which require surgical incision and drainage 
for adequate control. 
4) Mastoiditis should be suspected and the 
possibility eliminated in all cases of otitis 
media and trauma to the auditory canal and 
middle ear. 
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iod 1950-1951, there were six deaths from rabies and 
three deaths from post-rabies vaccine encephalomyeli- 
tis. The use of hyperimmune serum in cases with 
severe bites about the face and neck by rabid animals 
greatly reduces the probability of the development of 
rabies. Serum must be given early and must be fol- 
lowed by the usual course of vaccine. The rabies con- 
trol program in South Carolina is accomplishing good 
results in reducing animal rabies and human treat- 
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he title “Newer Concepts in Dermatol- 
‘T ogy” might lead the speaker into a 
treatise which would last for several 
hours. In the time allotted only the high spots 
of some of the newer concepts can be treated 
and then only briefly. 

I have just returned from the meeting of 
the Eleventh International Congress of Der- 
matology which took place in Stockholm. 
There were no startling new developments, 
however attempts were made to clarify many 
situations which have complex issues. Great 
stress was laid on the relationship of cutaneous 
lesions to systemic disease. The term “Cutane- 
ous Medicine” is becoming a reality. The 
picture of dermatology is rapidly changing 
and the dermatologist must have a knowledge 
of internal medicine in order to adequately 
practice his speciality and to intelligently re- 
spond to the questions asked by his confreres 
in other fields of medicine. Those of us who 
are engaged in teaching graduate and under- 
graduate students constantly stress the re- 
lationship of skin eruptions to systemic dis- 
ease. 

One recent development which should glad- 
den the hearts of all practitioners is the de- 
velopment of a council on nomenclature which 
has the difficult task of trying to simplify the 
complex terminology which we inherited from 
our forbears. Those of us on this committee 
have embarked on a long tedious journey into 
a mysterious set of weird terms and we hope 
to be able to bring order out of chaos. Such 
fantastic terms as ectodermosis erosiva 
pluriorificialis, and erosio interdigitale blasto- 
mycetica have been obviated by the passage of 
time and will slowly drift into oblivion in the 
next few years. 

In recent years I have been studying a group 
of conditions which I have referred to as re- 
action patterns. To simplify this we might 
state that a given stimulus is productive of a 


Presented at the Annual Meeting of the South 
Carolina Chapter of the American Academy of Gen- 
eral Practice, Clemson, S. C., October 3, 1957. 


NEWER CONCEPTS IN DERMATOLOGY 


Harry M. Rosinson, Jr., M. D. 
Baltimore, Maryland 


different type of reaction in different’ in- 
dividuals. It is quite obvious that a condition 
such as seborrheic dermatitis may be pro- 
duced by emotional stimuli and also possibly 
by food sensitization. The clinical picture re- 
ferred to as atopic dermatitis may be due to 
food or drug sensitivity, inhalation sensitivity, 
or emotional tension. At times the lichenoid 
dermatitis associated with atopic dermatitis 
may actually be the indication of an under- 
lying lymphoma such as Hodgkins’ disease or 
other lymphoblastoma. Urticaria may indicate 
emotional tension, a sensitivity reaction or 
some underlying malignant growth. This study 
of reaction patterns emphasizes the fact that 
the patient must not be treated from the stand- 
point of topical therapy alone but must be re- 
garded as an individual who has some disease 
and must be thoroughly studied from the 
standpoint of physical examination and lab- 
oratory studies in order to arrive at a proper 
diagnosis. Relatively few conditions can be 
cured by the application of an ointment or 
lotion alone. 

Since the development of steroid therapy 
much attention has been devoted to that group 
of conditions which have been classified as 
the collagen vascular diseases. Lupus erythe- 
matosus has received the greatest attention, 
and many hours might be devoted to a dis- 
cussion of this entity alone. Fifteen to twenty 
years ago chronic discoid lupus erythematosus 
was considered to be a condition which was 
separate and distinct from disseminated lupus 
erythematosus. At that time it received the 
name lupus erythematosus because of certain 
similarities in the pathologic picture. Now we 
are aware of the fact that chronic discoid 
lupus erythematosus is just another phase of 
the entire disease picture. We have been able 
to document the fact that approximately five 
per cent of all patients who have the condition 
known as discoid lupus erythematosus even- 
tually develop the disseminated picture. Under 
the old system of therapy it was considered 
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proper treatment to apply carbon dioxide 
snow to the discoid lesions or to paint them 
with phenol. Such drugs as bismuth sub- 
salicylate by intramuscular injections and gold 
sodium thiosulfate by intravenous injection 
were considered the most desirable forms of 
therapy. In the light of our more recent knowl- 
edge it is quite possible that these two meth- 
ods of treatment were of no practical value. 
Each patient on whom the diagnosis of lupus 
erythematosus was made should have a 
thorough physical examination, complete 
blood picture, lupus erythematosus cell! study, 
albumin-globulin ratio, and roentgen examina- 
tions of the chest. If these studies are negative, 
treatment may be instituted with one of the 
anti-malarial drugs. A few years ago, one of 
our British colleagues determined the fact that 
atabrine was a very valuable drug in the treat- 
ment of chronic discoid lupus erythematosus. 
Its major drawback was the production of 
yellowish pigmentation in the skin. Since the 
time of this report we have used other anti- 
malarial drugs such as camoquin and aralen 
with equal degrees of success, These drugs are 
of no value in the treatment of the dis- 
seminated variety of the disease but produce 
partial remission of lesions in the discoid 
variety. A patient with discoid lupus ery- 
thematosus should never be completely dis- 
charged but should return for periodic ob- 
servation even after all of the erythema has 
disappeared from the lesions. These patients 
should have a complete physical examination 
and blood picture and lupus erythematosus 
cell studies done once each year. 

The development of steroid therapy opened 
a new vista in the treatment of disseminated 
lupus erythematosus. If therapy is initiated 
with cortisone, hydrocortisone, ACTH, pred- 
nisone, or prednisolone in adequate dosage 
and is carefully controlled it is quite possible 
that patients may be kept alive for an in- 
definite period of time on a maintenance dose 
of the drug. It must be emphasized that these 
drugs do not cure lupus erythematosus but 
they do produce a remission of symptoms. 
Prednisone and prednisolone are not without 
adverse effects but it is far better to have a 
live patient who has gained some weight or 
has a follicular eruption than to have no pa- 
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tient at all. At present I have 6 patients under 
observation who have disseminated lupus 
erythematosus and who have been on con- 
tinuous steroid therapy for the past 6 years. 

We have become increasingly more aware 
of the fact that emotional stimuli may be pro- 
ductive of cutaneous lesions. The tranquilizers 
have been of a great value in producing relief 
from emotional tension. When the emotional 
tension has been relieved, in many instances 
the subjective symptoms of itching have sub- 
sided. Occasionally the services of a trained 
psychiatrist is required, however in most in- 
stances the family physician is able to help 
the patient. Emotional stimuli may be pro- 
ductive of various types of cutaneous lesions 
which vary from single: chronic lichenified 
lesions behind one ear or on the back of the 
head to a generalized exfoliative dermatitis, or 
urticaria. These patients are seldom benefitted 
by the simple prescription of an ointment or 
lotion. They need intelligent care and a willing 
ear. Such drugs as Atarax, Miltown, and the 
barbiturates are of benefit in many instances 
but they are merely adjunctive measures in the 
treatment of disease. The physician who be- 
lieves that he is obtaining an excellent result 
in the treatment of his patient with one of the 
tranquilizing drugs must not overlook the 
possibility that he is dealing with a placebo 
reactor. During a recent study we have en- 
countered quite a few of these and find that 
it is quite difficult to evaluate any drug purely 
on the basis of subjective symptoms alone. 
These drugs should be used intelligently. 

The application of steroids in lotion or oint- 
ment base has been of great value in relieving 
subjective and objective symptoms in such 
conditions as pruritus ani, pruritus vulvae, 
neurodermatitis, seborrheic dermatitis and 
atopic dermatitis, however these drugs do not 
cure but merely relieve the symptoms 
temporarily. In the vast majority of instances 
the symptoms recur when treatment is dis- 
continued. Such therapy accomplishes a 
major purpose in that it allows the physician 
time to thoroughly study his patient. If he can 
remove the precipitating factor he may cure 
the patient. Before using the steroid prepara- 
tions topically, I suggest that you carefully 
evaluate the case and determine the diagnosis. 
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These drugs are expensive and should not be 
wasted. When used where indicated they are 
very effective. 

Systemic steroid therapy using ACTH, corti- 
sone, hydrocortisone, prednisone, and pred- 
nisolone is of great value in the treatment of 
pemphigus vulgaris, lupus erythematosus, ex- 
foliative dermatitis, severe eczema, dermatitis 
venenata, erythema multiforme, but relatively 
few other conditions. You must bear in mind 
the fact that these drugs do not produce cures 
but do produce relief from symptoms. It must 
also be understood that prolonged therapy 
with steroids may be dangerous in that ad- 
verse reactions may develop which may en- 
danger the life of the patient. It is well to bear 
in mind also that the physician has three 
duties, first to cure the patient of the condition 
he had, second to get a live patient and third 
not to produce some symptom which he did 
not have when he originally appeared. 

In instances where prolonged steroid ther- 
apy is necessary it may be wise to cover this 
with an antibiotic. This is sometimes necessary 
when such conditions as furunculosis or 
carbunculosis develop. It is quite apparent 
that prolonged steroid therapy does alter the 
patient’s immune status. 

Topical antibiotic therapy is of value only 
in the treatment of the pyodermas and in other 
dermatoses complicated by secondary pyo- 
genic infection. It is wise to select an antibiotic 
for topical use which will not be used sys- 
temically. 

Systemic antibiotic therapy in dermatology 


“As a reluctant witness of the present deterioration 
in American medical education and of the threat of 
the still worse deterioration in store, I warn you in 
tones that are neither shrill nor strident that the 
members of the medical profession should begin to 
pay back what they received from endowments, gifts, 
and public taxation and that laymen should be made 


is of value in very few conditions. It should 
be reserved for the use of the deep seated pyo- 
dermas such as furunculosis, carbunculosis, 
cellulitis, lymphangitis, and granuloma _in- 
guinale. In some cases of erythema multiforme 
bullosum it is of value either alone or in com- 
bination with one of the steroids. Where there 
is necessity for prolonged steroid therapy such 
as in pemphigus vulgaris or lupus erythemato- 
sus one of the broad spectrum antibiotics 
should be combined with the steroid. 

Antibiotic therapy in dermatology and in 
other fields of medicine has recently been com- 
plicated by the development of prefabricated 
combinations of antibiotics which have been 
directed at the treatment of resistant strains of 
bacteria which are constantly encountered. 
The changing nature of our bacterial popula- 
tion which has been brought about in a large 
part by the indiscriminate use of antibiotics 
has necessitated further study and constant de. 
velopment of new drugs. There is little evi- 
dence that any prefabricated combination will 
ever meet the physicians’ needs in the treat- 
ment of bacterial disease. Those of us who 
have been in the field of clinical investigation 
have urgently requested the various manufac- 
turing companies to produce the antibiotic and 
to allow us to make our own combinations as 
the need arises. We can only determine what 
drugs we need by the proper use of the tube 
dilution sensitivity tests. It is quite possible 
that in the next few years the antibiotics that 
we have been using with great success wil] 
have become obviated. 


aware, too, of the price they will pay if medical 
schools cannot train doctors as they know how to 
train them. As an old Frenchman said to a friend of 
mine, ‘Remember, my boy, you can have anything 
you want in this world, but don’t forget to pay for 

Challenges to Contemporary Medicine. Alan Gregg. 
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HYPERTENSION DUE TO THROMBOSIS 
OF THE RENAL ARTERY 


A CASE REPORT 


H. H. WE tts, M. D. 
Seneca, South Carolina 


On December 7, 1955, I was called to see the 
patient for a chief complaint of severe pain in the 
right flank, radiating downwards and medially toward 
the bladder. The history and physical findings were 
typical of right renal colic and he was placed in the 
hospital for further investigation. Pus cells and red 
blood cells were found in his urine and although a 
flat roentgenogram of his abdomen was normal at 
this time it was felt that he had had a renal calculus 
as a cause of these symptoms. After five days he was 
discharged but two days later had a recurrence of 
the pain, this time located in the left flank; the pain 
was severe and colicky in nature and had the feeling, 
“as if something had slipped from my left kidney.” 
Pus and red blood cells and one plus albumin were 
noted in the urine on this admission. Blood pressure 
ranged from 180 to 200 millimeters of mercury 
systolic. 

I had seen this patient for several years and his blood 
pressure had never been over 160 to 170 millimeters 
of mercury systolic before. He had been known to be 
a mild hypertensive but had no symptomatology. 

On November 18th, eleven days from the initial 
episode, he was referred to a urologist for consulta- 
tion. Roentgenograms of the chest, intravenous pyelo- 
grams, as well as the retrograde pyelograms, gall- 
bladder and upper gastro intestinal tract films were 
reported as essentially normal aside from some ileus 
of the colon. During this hospital admission he was 
seen in consultation by a general surgeon because of 
the possibility of some intra-abdominal surgical lesion. 
Due to the absence of physical findings and the rather 
serious subjective complaint, the surgeon felt this was 
a matter of tension or anxiety and this possibility was 
discussed with the patient at some length. He was put 
on chlorpromazine 25 mg. every six hours and mepro- 
bamate 400 mg. four times a day and discharged. 
Following discharge the patient was seen in my office 
and at his home rather frequently but he continued 
to complain of headaches and weakne:s. I attempted 
to reassure him as much as possible and gave him a 
variety of symptomatic medications, among them 
reserpine, hydralazine, ercafital, meprobamate and 
chlorpromazine. 

On December 13, 1955, he was referred to an 
internist for diagnosis. The following diagnoses were 
made: hypertension, essential, moderately severe, with 
anxiety superimposed, including cephalagia. During 
this hospital stay the patient recalled having received 
a very mild glancing blow across the middle of the 
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back some three months previously while unloading 
telephone poles. The blow was not serious, he was not 
seen by a physician and he continued his work. To 
the patient this was a very mild accident and he saw 
no connection between this and his present illness. 

A regitine test (5 mg. intravenously) was per- 
formed on December 19th and showed a 25 mm. 
mercury diastolic drop. Although pheochromocytoma 
was not excluded it was felt unlikely that this was of 
any real significance. On December 27th the patient 
was again seen by the internist who made a diagnosis 
of hypertension, essential, in an emotionally unstable 
individual, migranoid headaches and vasomotor 
rhinitis. During this period he was seen by a neuro- 
surgeon who felt that there was an irritation of the 
upper cervical roots and a functional headache. The 
neurosurgeon stated that on fundoscopic examination 
there was very little in the way of vascular changes. 
Following this examination the following blood 
pressures were recorded in my office: 


December 17th 


January 7th 

January 11th 

The patient was taking pentolinium tartrate, reser- 
pine, and hydralazine at this time. 

January 18th 

January 


I consulted with Dr. Edgar Hines of The Mayo 
Clinic who felt that in spite of the examinations to 
this date a positive diagnosis had not been ac- 
complished. It was his suggestion that we refer him 
to a medical center for complete diagnostic workup. 
Because of the accessability of Emory University the 
patient was referred to the diagnostic clinic at that 
institution, and he was admitted on February 27, 
1956. Following initial examinations and early lab- 
oratory findings, a diagnosis of accelerated or malig- 
nant hypertension with hypertensive encephalopathy 
was made. The latter opinion was based on the 
nervous and emotional irritibility of the patient, the 
blood pressure level of 240/140 and the findings of 
bilateral papilledema of the ocular fundi. A renal 
basis for the hypertension was suspected because of 
the presence of four plus albumin and red and white 
blood cells in two urine specimens. On February 29, 
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1956 another film of the abdomen was taken as a 
follow up of intravenous pyelograms made the day 
before and revealed a small fleck of retained dye in 
the left renal parenchyma. This finding cast further 
suspicion on the possibility of pathologic change in 
the left kidney. Accordingly the patient was scheduled 
for retrograde pyelography by Dr. Chandler Guy, 
since further study and comparison of the new intra- 
venous urograms with those made in November 1955 
suggested that the left kidney had undergone con- 
siderable atrophy. Dr. Guy’s report demonstrated con- 
clusively that the left kidney had shrunk by ap- 
proximately one third to one half since November 
1955. 

At 3 P. M. on March Ist the patient was noted by 
the nurse to be unable to hold a thermometer in his 
mouth and he appeared to have weakness of the right 
arm and leg, right eyelid and the right side of his 
mouth. His blood pressure was recorded at 240/138. 
A house officer was called and a diagnosis of cerebral 
vascular accident was made. Lumbar puncture 
showed an opening pressure of 205 mm, a closing 
pressure of 95 mm. with faintly pink spinal fluid. The 
patient had a generalized convulsion at 6:45 P. M. 
Immediately following, his blood pressure rose to 
280/140. His stupor deepened into coma and he be- 
came totally unresponsive. At 2 A. M. he became 
markedly restless, cyanotic and apneic. He was pro- 
nounced dead at 2 A. M. March 2, 1956. 

On autopsy, Dr. Hubbar of the Emory Hospital 
pathology staff found there were changes in the brain 
and kidney. The brain showed intracerebral hemor- 
rhage of the left hemisphere which had dissected 
into the left ventricle and downward into the left 
cerebral peduncle. The left kidney weighed 90.5 
grams and the right 192.5 grams. The surface of the 
left kidney was irregular and a small amount of fat 
and fibrous tissue was markedly adherent to the mid- 
portion, particularly in the lateral and posterior areas. 
The capsule stripped with ease at the poles but not 
in the mid-portion. There was evidence of deep in- 
dentation of the mid-portion of the kidney with two 
lobulated structures at the poles where normal kidney 
parenchyma was evident. On section, irregular, yellow- 
ish pink, firm scar tissue permeated the kidney ex- 


“Death is absolute, unique, and certain; illness is 
relative, multiform, and seems fortuitous. Except in 
murder, war, capital punishment, and suicide, death 
requires no collaborators; sickness calls for, and from 
time immemorial has received, help from others, 
whether they be guided by superstitious terror, com- 
passionate charity, or medical science. From such 
contrasts it is easy to see that disease presents to the 
human mind a far more complicated concept with 
which to reckon than does death. This, I suppose, is 
the reason why insurance against death has easily 
become a vast and exact business, while insurance 
against illness, like a creature struggling to emerge 
from its chrysalis, is caught in a strait jacket of 


tensively, starting from the mid-portion near the 
upper pole and ending near the lower pole. At the 
mid-portion it appeared to involve the entire paren- 
chyma of the kidney. The basic architecture of the 
kidney was preserved; however, there was no dis- 
tinction between the cortex and medulla in the area 
of fibrosis. On microscopic examination there was 
evidence of an area of old infarction in the right kid- 
ney. Sections of the mid-portion of the left kidney 
showed infarction with extensive ischemic necrosis 
and replacement by hyalinized fibrous tissue. The re- 
maining ghost outline of the structure could still be 
demonstrated. There was some calcification of the 
medulla with extensive fibrosis and several necrotic 
areas containing chronic inflammatory cells were pres- 
ent. 

It was the opinion of all in attendance that the 
blow to the back, though deemed insignificant at the 
time when received in late October or early November 
1955, set up a chain of events which resulted in the 
death of this patient. The thrombosis of the renal 
artery followed by massive ischemic changes in the 
left kidney resulting in its shrinkage and atrophy most 
likely occurred as a result of the trauma. The renal 
atrophy representing true unilateral renal disease led 
to the rapid progression of the hypertension into a 
malignant phase with hypertensive encephalopathy. 

A positive diagnosis of unilateral renal disease pro- 
ducing hypertension had been made and immediate 
plans for removal of the kidney were made. Un- 
fortunately six hours later the patient suffered a 
massive cerebral vascular accident and died before 
surgery could be instituted. 


Summary 


A case of unilateral kidney disease following 
trauma and causing malignant hypertension, 
cerebral hemorrhage and death is reported. 
A chronological account of events from first 
visit to death of the patient has been at- 
tempted in order to give a clear understanding 
of the problems involved in diagnosis and 
treatment. 


tradition, ignorance, inadaptability, and fatalism. I 
am tormented to watch so slow an emergence, know- 
ing what Great Medicine could do if it were only 
freed to move and grow. That is the purpose of this 
book: to help to free Great Medicine, if only in the 
minds of a small number of readers, to emerge from 
its chrysalis. No well-trained physician can con- 
template the cribbed, cabined, and confined po- 
tentialities of medical science without making the 
choice between protest and cynicism, between action 
and apathy, as a way to adjust that vision to the 
wretched realities of today.” 

Challenges to Contemporary Medicine. Alan Gregg. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


ACUTE POSTERIOR MYOCARDIAL 
INFARCTION 


Groom, M. D. 
Department of Medicine 


Case Record—The two tracings illustrated below were 
taken three days apart on a 45 year old business man. 
He had been under unusual stress in his work for 
about three months, had complained of indigestion, 
and had lost weight. On two occasions during this 
period he had experienced pain in the chest with an 
associated paresthesia extending down the right arm. 
Both attacks had come on at rest, were of brief dura- 
tion, but were of sufficient severity to cause him to 
consult his physician. 

Physical examination at that time, when the electro- 
cardiogram on the left was taken, was not remarkable 
except for occasional extrasystoles. The patient was 
subjected to a Master 2-step test which produced 
neither angina nor significant electrocardiographic 
changes. 

A third attack occurred three days later, similar to 


the others but with more severe pain which was un- 
remitting. The patient was immediately placed in the 
hospital for treatment of acute myocardial infarction 
and the ECG on the right was recorded. After several 
days his pain abated and did not recur. His recovery 
was uneventful, although evolutionary T wave 
changes were observed in subsequent electrocardio- 
grams for more than a year. 

Electrocardiogram—The tracing before infarction is 
within normal limits. Its P - R interval measures 0.20 
sec., and there is some “flattening” of T waves in 
leads I and V-6 but these can hardly be considered of 
diagnostic value even in retrospect. The fact that the 
QRS is an upward deflection in aVf and a downward 
one in the unipolar leads from both right and left 
arms indicates that depolarization is directed toward 
the left leg—a vertical electrical axis. 

After infarction fairly prominent Q waves have ap- 
peared in leads II, III and aVf. In the latter two they 
are about 0.04 sec. in width. Accompanying the Q 
waves is elevation of the S-T segments one millimeter 
or more followed by rather sharply and symmetrically 
inverted T waves. No real abnormality has appeared 
in the precordial leads. However, comparison of the 
before and after electrocardiograms, taken with the 
same normal standardization, reveals that the R waves 
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in V-2, 3, and 4 have become higher following in- 
farction, the T waves taller and more discreet, and 
perhaps minimal depression of some S-T segments 
has developed though this amount is seldom noted. 
Not all these alterations are attributable to variations 
in placement of the precordial electrode. 
Discussion—The changes following infarction in this 
case are only moderate in degree but illustrate most of 
the classical electrocardiographic abnormalities, par- 
ticularly in contrast to the previous normal tracing. 
The infarcted area is situated mainly on the inferior 
aspect of the posterior wall—that is, the area of the 
heart facing the diaphragm and hence the left leg 
electrode, aVf. Therefore that lead, and also standard 
leads II and III which are “bipolar” leads taken be- 
tween the left leg and the upper extremities, can be 
expected to best portray the electrical abnormalities 
arising in that area of the heart. In infarction these 
are: elevation of the S-T segment early, usually with 
the development of abnormal Q waves and often a 
decrease in amplitude of the R waves early in the 
acute stage, followed later by sharply and symmetrical- 
ly inverted T waves which may gradually return to 
normal over a period of months. The fact that the 
S-T segment is displaced upward in leads from the 
left leg indicates that that electrode is effectively 
facing the injured area of muscle. On the opposite 
side of the heart, where normal muscle tissue inter- 
venes between the site of origin of the current of 
injury and the electrode, the displacement is down- 
ward. Thus the reciprocal S-T shifts so characteristic 
of acute myocardial infarction. Only suggestions of 
downward displacement are apparent in this case, in 
leads I, aV1, and perhaps V-5. 

Localization of infarcts on the posterior wall is less 
precise than in the case of the anterior wall which is 
accessible to the multiple precordial leads. However 
it is often possible to discriminate electrocardio- 
graphically between an infarct which is situated 
mainly in the inferior or diaphragmatic area of the 
heart, and one which is confined to the so-called 
“true posterior wall” facing the back. The basis for 
such distinctions is more clearly understood if one 
visualizes the different leads as different electrical 
“views” of the heart from the positions of their elec- 
trodes. In the case of an infarct which faces the back 
of the chest, over which no routine lead is ordinarily 
recorded, the typical electrocardiographic changes de- 
scribed above for the more common diaphragmatic 
localizations may be minimal or absent. A clue of its 
presence in the acute stage is often provided by 
reciprocal S-T depressions elsewhere, usually in the 
right precordial leads, and resort to an exploring 
electrode over the posterior chest wall may reveal the 
characteristic pattern of infarction. Excellent dem- 
onstrations of old infarcts in this area can be achieved 
in esophageal leads by having the patient swallow a 
small electrode and recording the potentials from the 
posterior aspect of the left ventricle at levels below 
the A-V groove (which is conveniently identified by 


contour of the P waves). 

Extension of an infarct posterolaterally is suggested 
by the appearance of significant Q waves in the left 
precordial leads, including V-7 and V-8, and oc- 
casionally in leads taken from high in the left axilla. 
It should be pointed out that small Q waves are pres- 
ent normally in some leads from the left side of the 
heart, depending largely upon individual differences 
in its anatomical position. These normal Q waves are 
generally ascribed to initial activation of the inter- 
ventricular septum occurring from left to right prior 
to spread of the excitation wave through the main 
mass of ventricular muscle. Of the significance of Q 
waves it can be said that the wider and deeper they 
are, in other words the greater their area, the more 
likely they are to be significant of infarction. A Q wave 
of 0.04 sec. or more duration in these leads is almost 
certainly a pathological Q wave. This is especially true 
in the absence of a prominent S wave in lead 1. 

The precordial leads, as a rule, contribute little or 
nothing to the diagnosis of posterior myocardial in- 
farction. Because they confront a different area of 
the heart they may remain quite normal as this case 
illustrates. Nevertheless some interesting manifesta- 
tions are often observed in these leads, especially on 
sequential tracings. In addition to the reciprocal S-T 
depressions already cited there are two other second- 
ary changes which occur with sufficient frequency to 
merit attention. Damage to the posterior ventricular 
wall may cause the T waves over the anterior chest 
to become unusually high and peaked. And occasional- 
ly the R waves themselves increase considerably in 
height, even to the point of simulating in V-1 and 
V-2 the pattern of right ventricular hypertrophy. 
Minor indications of these are evident on comparison 
of this patient’s tracings before and after his infarction. 
A plausible explanation lies in the consequent oblitera- 
tion of electrical potentials of opposite direction which 
are normally produced by the posterior wall of the 
left ventricle, leaving those of the anterior and right 
ventricular wall relatively unopposed. Conceivably a 
large enough infarction of the left ventricle might re- 
sult in a preponderantly right ventricular electro- 
cardiogram. 

It is of interest that this patient’s attacks of chest 
pain—and his ultimate coronary occlusion—came on 
at rest. Angina was not present on exertion nor was 
it precipitated by the Master exercise test. This points 
up the fundamental independence of angina and 
coronary thrombosis which is understandable in view 
of the known facts that thrombosis can occur in a 
normal blood vessel and that factors other than size 
of the lumen of the vessel are involved in clot forma- 
tion. Careful questioning of these patients will usually 
reveal that their symptoms of acute infarction came 
on after rather than during exertion, characteristically 
during a lull in activity or at a time when blood pres- 
sure might be expected to be declining following 
stress, with a resultant slowing in the rate of blood 
flow. 
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TUBERCULOSIS — 


New estimates of the prevalence of tuberculosis in 
the continental United States were formulated in the 
fiscal year 1957. 

At the beginning of 1956 there were 800,000 tuber- 
culosis cases in the United States and 6065 cases in 
South Carolina significant for public health super- 
vision. Of these numbers, 250,000 in the United 
States and 2346 in South Carolina were active cases. 
These data represent a decline from the last estimate 
in the United States in 1952 of about 15 percent in 
the total number of significant cases—about 30 per- 
cent in the active and 10 percent in the inactive 
groups. In South Carolina the decline has been 6 per- 
cent—5 percent and 18 percent respectively. 

These latter figures point out that in this State there 
has been a less dramatic decline in significant tuber- 
culosis cases and in active cases during the past five 
years as compared to the United States as a whole. 

In the evaluation of antimicrobial treatment of 
tuberculosis, a number of notable contributions were 
made during the past five years that materially 
affected patient treatment. The over-all superiority of 


Respiratory Arrest Following Administration of 
Intraperitoneal Neomycin. B. E. Ferrara, M. D. and 
R. D. Phillips, M. D. (Charleston) Am. Surgeon 23: 
710-712, Aug. 1957. 

The authors report two cases in their clinical ex- 
perience in which respiratory arrest occurred following 
the intraperitoneal administration of neomycin. In 
each case recovery was complete. In one case the 
respiratory arrest lasted for fifteen minutes, in the 
other for five hours. It is stated that previous oral 
administration of neomycin enhances the toxicity of 
the drug when it is administered into the peritoneal 
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A SHORT PROGRESS REPORT 


Frank L. Geicer, M. D. 


isoniazid plus para-amino salicylic acid was confirmed, 
but preliminary results of a study not yet completed 
indicate that daily streptomycin plus pyrazinamide 
may be as effective therapeutically, although more 
toxic. 

In the tuberculosis prophylaxis trials of the’ United 
States Public Health Service among human beings, 
about 2600 children are under observation to deter- 
mine the effectiveness of isoniazid in preventing tuber- 
culous meningitis and other complications of primary 
tuberculosis in children. The initial report on results 
were to be available in Octcber, 1957. 

Studies to test the effectiveness of isoniazid in pre- 
venting infection among the uninfected and the de- 
velopment of tuberculous disease among those already 
infected began in October, 1956. (Aiken and Charles- 
ton Counties are participants in this study). 

This study which is focused on families of newly 
diagnosed tuberculosis patients covers fourteen com- 
munities in the United States. Each locality places 
under study the household contacts of each new active 
case of tuberculosis at the time the case is discovered. 


cavity. The production of respiratory arrest by the 
intraperitoneal administration of this drug had been 
produced in laboratory animals by other authors. The 
authors are convinced of the effectiveness of neomycin 
as the antibiotic of choice for preoperative bowel 
preparation. Due to the complication reported they 
urge caution when using the drug intraperitoneally. 
The total dose so given should not exceed three grams 
of neomycin in a one per cent solution. If used in 
quantities not in excess of this dosage no complica- 
tions should occur. 
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PRESIDENT’S PAGE 


The affairs of the state Medical Association are operated by the House of Delegates 
through the official representation of each county. This system brings together many of the 
interested and representative members of our Association. 


Our present system does not, however, lead to the best functioning of our County Medi- 
cal Societies. The presidents of the local societies are generally senior members who may or 
may not have had experience in the State Association. The secretaries and treasurers are 
usually younger members who have had little or no experience in organized medicine. 


In order to aid the newly-elected officers of each county Society, a meeting was set up 
last January to furnish them with helpful information. On January 26, 1958, a similar session 
will be held in Columbia. On the program we will have an experienced speaker from the 
A. M. A. Staff. The state Association treasurer will explain the dues required from various 
type members. The president of the Blue Shield will tell what is going on in that field. A 
representative of the Medical College faculty will outline the work being done there with a 
view of letting the officers know what men will be desirable speakers for local society pro- 
grams. There will also be chairmen of the Committee on Allied Professions and other com- 
mittees who will lend information to the county society officers. 


It is the sincere hope of the Association that this meeting will strengthen our County 
Societies. 
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Editorial 


HYPERTENSION 


Although isolated comments on the signifi- 
cance of elevated arterial pressure have ap- 
peared in medical writings for over 100 years, 
hypertension and hypertensive disease have 
emerged as clinical concepts only in the past 
40 to 50 years. In this brief time, however, 
these diseases and their allied arteriosclerosis 
have become the major clinical problem in 
this country. South Carolina physicians are 
made all more acutely aware of this fact as 
they daily observe the effects of hypertensive 
disease in our Negro population. 


Various ideas on the treatment of hyper- 
tension have come and gone. Disregard of the 
condition, salt restriction, protein restriction, 
salt and protein restriction, the rice diet, garlic, 
melon seeds, adrenalectomy, sympathectomies 
of various sorts, psychotherapy, and the vaso- 
depressor drugs have all had or now have their 
advocates. Difficulties that arise in evaluating 
any form of treatment include the great varia- 
tion in the progression of the disease, its long 
benign and uncomplicated course in many in- 
dividuals and the rapidly fatal course in cer- 
tain groups such as young men. Not often 
recognized is the variable of the personality 
of the physician behind the pill. This last fac- 
tor is of an importance almost equal to the 
personality of the patient behind the disease 
in determining how well or how badly in- 
dividuals with chronic diseases may do. The 
interest, understanding, dominance of the doc- 
tor, the ability to inspire confidence and to 
convert patients to an altered way of life, in- 
deed, to lead patients in their management of 
a chronic disease is often more important than 
minor variations in dosage schedule, drugs, or 
diet. Here lies a problem in the evaluation of 
even “double blind” studies and is almost 
certainly the reason why a group of doctors 
repeating in exact detail methods of treatment 
which have been reported as successful may 
not be able to substantiate the findings of the 
original forceful innovator of a new mode of 
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therapy. This is true even with all conscien- 
tious attempts to avoid such factors. The “art 
of medicine” is often unrecognized even by its 
practitioner. 

Hypertension like diabetes is not a disease 
to be cured, but rather one to be controlled. 
It is more difficult to control than diabetes in 
many ways, and the use of the more potent 
ganglionic blocking agents in particular is as 
difficult or more difficult than the use of in- 
sulin. Its dietotherapy demands a less palata- 
ble diet too. Advertisements and circulars, tele- 
vision programs, seminars and articles are con- 
stantly bringing the message that various 
drugs effectively lower blood pressure or con- 
trol various manifestations of long standing 
hypertension. Yet casual conversation with 
many physicians elicits almost universal dis- 
appointment with the results they achieve with 
the vasodepressor agents. The elderly patient 
with benign essential hypertension will usually 
run a long uncomplicated course with the 
simplest of therapy or no therapy at all. How- 
ever, in the more severe cases where treatment 
is necessary the greatest difficulties arise. Pos- 
sibly the answer to the successful control of 
this form of the disease by any regimen lies in 
appreciation by the physician of the impor- 
tance of his own role and an accurate appraisal 
of each patient with the disease and of that 
patients’ abilities to comprehend and follow 
the prescribed regimen as well as the meticu- 
lous attention to detail characteristic of the 
best physicians. 

Cheves Smythe, M. D. 


THE DOSE OF INFLUENZA VACCINE 


When the public prints were raging with 
the horrors of impending Asian influenza, and 
the vaccine supply was too little (and maybe 
too late), physicians were told that they might 
stretch the available quantity of vaccine by 
using intradermal injection of one tenth the 
amount recommended for subcutaneous in- 
jection, and that the results would be as good 
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in terms of immunity. This idea was accepted 
and practitioners went confidently about their 
ways, expecting good results. 

Now the bubble of confidence seems to be 
burst by a shaft recently loosed which carries 
the message that things weren't as_ they 
seemed to be. Subcutaneous injection, the 
message says, stimulated antibody titers in 22 
of 28 persons, while of the 22 people taking 
the intracutaneous injection only 8 developed 
antibody titers, and those at a lower level. 

These studies were made with the “new” 
vaccine, and perhaps an even more potent 
variety might give better results, but even so, 
it appears doubtful that intracutaneous in- 
jection can be relied on, since the practical 
limitation of the amount injectable would seem 
to discourage this approach. Even though a 
stronger vaccine is available, the number of 
units injected into the skin would be small. 
J.A.M.A. 165: 1687, Nov. 30, 1957. 


THE FORAND BILL 

This bill calls for the expansion of the Social 
Security Act into the medical and hospital 
care field. It has been referred to the House 
Ways and Means Committee, of which Mr. 
Forand is a member, and has strong backing 
of the AFL-CIO. 

HR 9467 proposes that the federal govern- 
ment, through the Social Security System, pay 
the cost of hospital, nursing home, and surgical 
service for persons eligible for old-age and 
survivors insurance benefits. 

This socialized medicine proposal for a large 
and growing segment of the American people 
is essentially the same as that of 1941-51, 
when the Wagner-Murray-Dingell bills called 
for ‘National Compulsory Health Insurance,” 
except that it applies to a smaller segment at 
this time. The enactment of this legislation 
will permit the federal government to with- 
draw Social Security taxes on a compulsory 
basis from almost the entire working popula- 
tion and use those taxes to reimburse hospitals 
and physicians for services rendered to all per- 
sons eligible to receive old age and survivors 
benefits. It is estimated that at present there 
are approximately twelve to thirteen million 
persons in these categories. 

The American Medical Association has re- 


peatedly opposed compulsory health insurance 
and is unequivocally opposed to this new ver- 
sion. 

The pressure for expansion of the Social 
Security System into the area of health and 
medical care benefits is formidable. Congress- 
man Forand, Democrat, Rhode Island, has ex- 
pressed his gratitude to the AFL-CIO for 
assistance in framing the bill. Many members 
of Congress will inevitably support such 
legislation because of pressure from their con- 
stituents, particularly those over 65, who will 
be favorably impressed by the immediate 
benefits to be gained. Social Security has been 
difficult to contain because of its intrinsic 
political appeal. 

On the other hand, the strength of the op- 
position to this precipitate and revolutionary 
proposal is also great. Allied with the Ameri- 
can Medical Association in its opposition are 
the American Farm Bureau Federation, the 
National Retailers Federation, the United 
States Chamber of Commerce, the life insur- 
ance and health insurance industries, the Na- 
tional Association of Manufacturers and in- 
numerable other organizations and individual 
citizens who are opposed to government inter- 
vention into medical and other private affairs. 
These organizations and individuals will again 
indicate their strong opposition to the national- 
ization of hospitals and medicine, just as they 
did in 1950 if the matter is brought to their at- 
tention. This process of alerting medicine’s 
friends is now under way nationally. State and 
county medical societies can immediately take 
similar action with state and local affiliated 
bodies of national organizations and other in- 
fluential groups, whose policies are such that 
they would be expected to oppose socialized 
medicine. 

It is anticipated that Secretary Folsom of 
the Department of Health, Education and 
Welfare will recommend that the Administra- 
tion oppose the Forand Bill. 

Secretaries Letter, A. M. A. 


THE MEDICAL COLLEGE HOSPITAL 


PHYSICIANS SHOULD SUPPORT ITS 
REQUEST FOR ADEQUATE APPROPRIATION 


At this time the various state institutions 
are placing their requirements before the 
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State Budget and Control Board. These will 
include requests for extension of present ser- 
vices as well as for the establishment of new 
ones. Many of these have great merit and 
would, no doubt, be of value to the state. On 
the other hand, regardless of their worth, prior 
consideration should be given to supporting 
those projects to which the state is already 
committed. 

Among these is the Medical College Hos- 
pital. Upon the recommendation of the medi- 
cal profession this was established, in con- 
junction with the Medical College, to promote 
medical education and to provide a center for 
medical skills and facilities which for economic 
and other reasons are not commonly available 
in community hospitals. It is a costly under- 
taking, but the expense is justified as a sound 
investment in improving the standards of 
medical care in the state. For the Medical Col- 
lege Hospital to serve the purposes for which 
it is intended and limit its admissions to pa- 
tients referred for strictly medical purposes, 
it must receive the support of a legislative ap- 
propriation adequate for plant maintenance 
and professional salaries. The alternative 
would be for it to seek financial support from 
that field of patient care commonly considered 
the province of the community hospitals. This 
would seriously disturb the established hos- 
pital practices in the state, as community hos- 
pitals, dependent almost solely on income from 
patients, could not offer the same physical ad- 
vantages as the state-supported College Hos- 
pital without greatly increasing their rates. 
Also, inadequate support by the state would 
tend to make the Medical College Hospital 
adopt professional and institutional policies, 
which, in the long run, would impair its use- 
fulness. 

While adequate financial support by the 
state is essential, of still greater importance to 
the proper development of the medical Col- 
lege Hospital, is support by the physicians of 
the state. Their use of it as a referral center 
will determine the success of the undertaking. 
It is recognized that time will be required to 
change well-established traffic patterns which 
existed prior to the opening of the Medical 
College Hospital. To the individual physician 
there are obvious advantages in having a well- 
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established referral center within the borders 
of the state. 

The medical profession should assist the 
Medical College Hospital in obtaining from 
the Legislature adequate financial support for 
maintenance and expansion. The South Caro- 
lina Medical Association approved the estab- 
lishment of the Medical.College Hospital. Con- 
tinued support by the Association could be 
effectively expressed by formal approval of 
its policies and plans, particularly in con- 
nection with its annual budget presentation. 
This could be best accomplished by the estab- 
lishment of a Standing Committee of the State 
Association to serve as a liaison between the 
State Association and the Medical College. 
For the present, the most effective way for the 
medical profession to support the Medical 
College Hospital in its applications for an 
adequate appropriation is through the effort 
of physicians as individuals and in small 
groups. Its importance should be explained to 
members of the Senate and House. 

In order for the Medical College Hospital 
to continue to develop properly and serve the 
purposes for which it is intended, it must have 
not only the approval but also the full backing 
of the physicians of the state. 

William H. Prioleau, M. D. 


SOCIAL SECURITY SAYS: “There is no provision 
in the law which permits a refund of social security 
taxes paid if you do not have enough work under the 
law to get social security payments.” 

In Other Words: Your uncollectable “contribution” 
goes to charity, and not “insurance.” 


SOCIAL SECURITY SAYS: “A woman who be- 
comes entitled to benefits based on her own earnings 
and also the wife’s benefits on the earnings of her 
husband would receive no more than the larger of 
the two amounts. A child who becomes entitled to 
child’s benefits based on earnings of both his father 
and mother would not receive both payments.” 

In Other Words: Double social security taxes paid 
by one family do not produce benefits for each mem- 
ber paying the taxes. A part of the taxes go to 
“charity.” 


SOCIAL SECURITY SAYS: “People are taxed only 
once for Social Security.” 
In Other Words: The employer who must pay his 


" share of the social security tax for each of his em- 


ployees increases the price of his product or service 
to cover this additional cost of doing business. Every- 
body pays this increase as a hidden “sales tax.” 
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LIGHTEN OUR DARKNESS 
What hardworking, nightcrawling prac- 
titioner has not craned his neck, bumped the 
curb, driven into the ditch or otherwise in- 
convenienced himself trying — while ac- 
companying himself with muttered curses— 
to find the house number that isn’t there, or 
is so well concealed that not even Diogenes’ 
lantern could locate it. Here pictured above 
is hope for all of us who stumble about in the 
dark, a star, a beacon, a veritable Pharos, a 
genuinely large well-illuminated number for 
which we can aim as straight as the fly flies to 
molasses.If the Congress would leave fussing 
over hypothetical reforms and pass an act re- 
quiring every householder to buy himself a 
proper nightlight number, how sweet would 

be the solace to the wandering doctor. 
But there would be a catch in it. Who would 

make the man turn the darn thing on? 


You, the Doctor, should BEWARE. 


voice your objection. 


BEWARE... TAKE CARE... 


Not since the days of Oscar Ewing has the medical profession been faced 
with a more socialistic bill than H.R. 9467. (Forand Bill) 
Introduced by a Rhode Island Representative, if enacted it will give free 
hospitalization to all Social Security recipients. 
It provides for a total of 120 days free hospitalization in a general hospital or 
nursing home per year, for an estimated 12,000,000 people. 
The Hospitals who will benefit by it are very interested. 
You, the Doctor, should be also, but mainly in its DEFEAT. 
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EXCERPTS FROM A REPORT ON ACTIONS 
OF THE HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
DECEMBER 3-6, 1957 
PHILADELPHIA 


Dr. Cecil W. Clark of Cameron, Louisiana, was 
named 1957 General Practitioner of the Year after 
his selection by a special committee of the Board of 
Trustees for outstanding community service. Dr. Clark, 
33-year-old country doctor who was a medical hero 
during Hurricane Audrey last June, was present at the 
meeting to receive the gold medal which goes with the 
annual award. 

Speaking at the opening session on Tuesday, Dr. 
David B. Allman of Atlantic City, A. M. A. President, 
called for “more freedom, not less, in America and in 
the medical profession.” Dr. Allman urged the dele- 
gates to embark on local action campaigns to enlist 
full community support in opposition to the Forand 
Bill, a pending Congressional proposal which would 
provide hospital and surgical benefits for persons who 
are receiving or are eligible for Social Security re- 
tirement and survivorship payments. The Forand Bill, 
he said, is “cut from the same cloth” as national com- 
pulsory health insurance and “emanates from the 
same minds.” 

Fluoridation of Water 

In settling the most controversial issue at the Phila- 
delphia meeting, the House of Delegates approved a 
joint report of the Council on Drugs and the Council 
on Foods and Nutrition which endorsed the fluorida- 
tion of public water supplies as a safe and practical 
method of reducing the incidence of dental caries 
during childhood. The 27-page report on the study 
which was directed by the House at the Seattle Clinical 
Meeting one year ago contained these conclusions: 

“1. Fluoridation of public water supplies so as to 
provide the approximate equivalent of 1 ppm of 
fluorine in drinking water has been established as a 
method for reducing dental caries in children up to 


For another slice of your practice is being surreptitiously removed. 
TAKE CARE ... write or better still call your Senators and Representatives. 


Delaying now means Socialized Medicine and Slavery Tomorrow. 


From The Worceste Medical News 
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10 years of age. In localities with warm climates, or 
where for other reasons the ingestion of water or other 
sources of considerable fluorine content is high, a 
lower concentration of fluoride is advisable. On the 
basis of the available evidence, it appears that this 
method decreases the incidence of caries during child- 
hocd. The evidence from Colorado Springs indicates 
as well a reduction in the rate of dental caries up to 
at least 44 years of age. 

“2. No evidence has been found since the 1951 
statement by the Councils to prove that continuous 
ingestion of water containing the equivalent of ap- 
proximately 1 ppm of fluorine for long periods by 
large segments of the population is harmful to the 
general health. Mottling of the tooth enamel (dental 
fluorosis) associated with this level of fluoridation is 
minimal. The importance of this mottling is out- 
weighed by the caries-inhibiting effect of the fluoride. 

“3. Fluoridation of public water supplies should 
be regarded as a prophylactic measure for reducing 
tooth decay at the community level and is applicable 
where the water supply contains less than the equiva- 
lent of 1 ppm of fluorine.” 

Free Choice of Physician 

One Council opinion, issued in 1927 and reaffirmed 
in Philadelphia, stated that the contract practice of 
medicine would be determined to be unethical if “a 
reasonable degree of free choice of physician is denied 
those cared for in a community where other com- 
petent physicians are readily available.” The resolu- 
tion also cited a Council opinion, published in the 
October 19, 1957, issue of The Journal of the A. M. A., 
which stated that the basic ethical concepts in both 
the 1955 and 1957 editions of the Principles of Medi- 
cal Ethics are identical in spite of changes in format 
and wording. This opinion added that “no opinion or 
report of the Council interpreting these basic prin- 
ciples which were in effect at the time of the revision 
has been rescinded by the adoption of the 1957 
principles.” 

In another action related to the issue of free choice, 
the House adopted a resolution condemning the cur- 
rent attitude and method of operation of the United 
Mine Workers of America Welfare and Retirement 
Fund “as tending to lower the quality and availability 
of medical and hospital care to its beneficiaries.” 

The Heller Report 

Acting on the report of the Committee to Study the 
Heller Report on Organization of the American Medi- 
cal Association, the House reached the following de- 
cisions on ten specific recommendations: 

1. The office of Vice-President will be continued 
as an elective office. 

2. The offices of Secretary and Treasurer will be 
combined into one office to be known as Secretary- 
Treasurer, and that officer will be selected by the 
Board of Trustees from one of its number. 

3. The duties of the Secretary-Treasurer will be 
separated from those of the Executive Vice-President. 
4. The office of General Manager will be dis- 
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continued, and the new office of Executive Vice-Presi- 
dent will be established. The latter, appointed by the 
Board of Trustees, will be the chief staff executive of 
the Association. 

5. The Council on Medical Education and Hos- 
pitals and the Council on Medical Service will con- 
tinue as standing committees of the House of Dele- 
gates, but their administrative direction will be vested 
in the Executive Vice-President. 

6. The voting members of the Board of Trustees 
will be limited to eleven—the nine elected Trustees, 
the President and the President-Elect. The Vice-Presi- 
dent and the Speaker and Vice-Speaker of the House 
of Delegates will attend all Board meetings, including 
executive sessions, with the right of discussion but 
without the right to vote. 

7. The House disapproved of the proposal to elect 
the Trustees from each of nine physician-population 
regions. 

8. The office of Assistant -Secretary will be dis- 
continued, and a new office of Assistant Executive 
Vice-President will be established. 

9. The Committee on Federal Medical Services will 
be retained as a committee of the Council on Medical 
Service and will not become a part of the Council on 
National Defense. 

10. The Speaker of the House will appoint a joint 
and continuing committee of six members, three from 
the Board of Trustees and three from the House, to 


“ redefine the central concept of A. M. A. objectives and 


basic programs, consider the placing of greater em- 
phasis on scientific activities, take the lead in creating 
more cohesion among national medical societies and 
study socio-economic problems. 

The accepted recommendations were referred to the 
Council on Constitution and By-laws with a request 
to draft appropriate amendments for consideration 
by the House at the 1958 annual meeting in San 
Francisco. 


The Forand Bill 


The House condemned the Forand Bill as un- 
desirable legislation, approved the firm position taken 
in opposition to it and expressed satisfaction that the 
Board of Trustees has appointed a special task force 
which is taking action to defeat the bill. In a related 
action, giving strong approval to Dr. Allman’s address 
at the opening session, the House adopted a statement 
which said: 

“It is particularly timely that our President has so 
forcefully sounded the clarion call to the entire profes- 
sion for emergency action. With complete unity, 
definition and singleness of purpose, closing of ranks 
with all age groups and elements of our organization 
we must at this time stand and be counted. Thus we 
can exert the physician’s influence in every possible 
direction against invasion of our basic American 
liberties in the form of proposed legislation alleged 
to compulsory insure one segment of the population 
against health hazards at the expense of all.” 
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A set of “Guiding Principles for an Occupational 
Health Program in a Hospital Employee Group” was 
approved by the House. 

Asian Influenza Vaccine 


The House considered three resolutions dealing with 
the Asian influenza immunization program and then 
adopted a substitute resolution calling attention to 
“certain inadequacies and confusions in the distribu- 
tion of vaccines” and directing the Board of Trustees 
to seek conferences through existing committees 
“with a view to establishing a code of practices 
regulating the future distribution of important thera- 
peutic products, so that the best interest of all the 
people may be served.” The resolution pointed out 
that the American Medical Association already has a 
joint committee with the American Pharmaceutical 
Association and the National Association of Retail 
Druggists, in addition to a liaison committee with 
the Drug Manufacturers Association. 

Medical Rating of Physical Impairment 

The House accepted a 115-page “Guide to the 
Evaluation of Permanent Impairment of the Extremi- 
ties and Back” which was developed by the Committee 
on Medical Rating of Physical Impairment as the first 
in a projected series of guides. 


The House also endorsed a suggestion that the 
Committee on Federal Medical Services sponsor a 
national conference on veterans’ medical care during 
1958; 

Asked the Board of Trustees to study the feasibility 
of having the Association finance a thorough investiga- 
tion of the Social Security system by a qualified pri- 
vate agency; 

Suggested that physicians and their friends make a 
vigorous effort to obtain Congressional enactment of 
the Jenkins-Keogh Bills. 


NEWS 


DR. KENNETH LYNCH HONORED AGAIN 


Dr. Kenneth M. Lynch, president of the Medical 
College of South Carolina received on November 13 
the Southern Medical Association’s Distinguished Ser- 
vice Award. It is the Association’s highest honor, pre- 
sented for outstanding contributions. 

Dr. Lynch was previously honored in September 
when he was named to the 12-member National Ad- 
visory Neurological Diseases and Blindness Council 
for a four-year term. The council advises the Surgeon 
General and the National Institute of Neurological 
Diseases and Blindness in the awarding of medical 
grants. 

Dr. Lynch’s efforts resulted in the construction of 
the Medical College Hospital two years ago. It is 
now recognized as one of the medical centers of the 
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President and Dean of the Faculty, Medical College 
of South Carolina, Charleston, South Carolina. 


nation. 

Dr. Lynch is a pathologist and is a recognized re- 
search scientist and medical administrator. He was 
graduated from the University of Texas Medical 
School in 1910. Honorary degrees have been awarded 
him by the University of South Carolina, the College 
of Charleston and Clemson College. 

He has been awarded the Gold Medal and Research 
Medal of the American and Southern Medical Asso- 
ciations. In addition he has been granted a number of 
research grants and has been instrumental in obtaining 
many others. 

He came to Charleston in 1913 as professor of 
pathology at the Medical College and pathologist for 
Roper Hospital. Earlier medical work was done at the 
University of Pennsylvania and Philadelphia General 
Hospital. He became vice dean of the Medical College 
in 1936, dean in 1944, and president in 1949. 

He has served as consulting pathologist for the 
Veterans Administration and on the editorial boards 
of several medical journals. He is the author of several 
books and many scientific articles. He has conducted 
extensive research in the fields of human protozoology, 
experimental cancer and industrial dust diseases. 

Offices he has held include secretary of the Pan- 
American Medical College; president, American So- 
ciety of Clinical Pathologists; president, American 
Society of Tropical Medicine and Hygiene; and vice 
president of the American Medical Association, as 
well as the presidency of the South Carolina Medical 
Association. 


24 THe JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


\ 
3 


MEDICAL SOCIETY OF SOUTH CAROLINA 

The Medical Society of South Carolina (Charles- 
ton) reached its 168th year in 1957. Its annual meet- 
ing was held on November 21 at the South Carolina 
Hall in Charleston. There was a considerable at- 
tendance and a pleasant dinner was served. 

Dr. Robert Wilson was re-elected president. Dr. 
George Durst was elected vice-president, and Dr. 
F. M. Ball was re-elected secretary and treasurer. 
Various matters having to do with The Roper Hos- 
pital were discussed and the following papers were 
read—all by title: 

1. High Mortality and Low Virility Rates in 

Radiologists, by Dr. Samuel Lippincott. 

2. Technique of Surgical Pelvic Examination in 
Contrast to the Gynecological, Urological, and 
Social Approach, by Dr. William H. Prioleau. 

8. Investment Planning for your Second Million, by 
Dr. Harold Pettit. 

4. Lawyers I have Loved, by Dr. W. A. Smith. 

5. Use and Abuse of Royal Jelly, by Dr. John Cut- 
tino. 

6. The Specialist in Death, by Dr. Harold Pratt- 
Thomas. 

7. Parliamentary Procedures on Bed and Table, by 
Dr. Arthur Rivers. 

8. Dermatological Emergencies, by Dr. John Van 
de Erve. 

9. My Race with Sputnik, by Dr. Edward Parker. 


DR. WILLIAM J. BEASLEY 

Under the title “Portrait of a Doctor”, the Hartsville 
Messenger describes a much beloved 78 year old 
practitioner who still maintains his very small office 
in The Corner Drug Store, and still makes house calls 
to his patients. 

Born in 1879, he studied medicine for a time at the 
University of Virginia and then graduated from the 
Medical College of South Carolina, interning at Roper 
Hospital. He opened his office in 1905. 

After the horse and buggy days, the doctor acquired 
an old model T Ford, and friends say that you could 
always tell when Dr. Beasley was coming, as the back 
end of the Ford looked as if there was a bale of hay 
burning inside (it used so much oil). 

An excellent philosopher, with a photographic 
memory, Dr. Beasley made the outstanding score of 
100 on his final medical examination. Surpassing his 
class in English, he was also adept at the Romance 
languages, and at one point in his life subscribed to 
a French newspaper and could read it as the average 
American reads his hometown newspaper. He also 
taught a Latin Class. 

His charges to persons not able to afford a physi- 
cian’s care were marked up on the ‘experience’ side 
of the ledger, and these philanthropic measures have 
made more friends for Dr. Beasley than any other 
factor in his remarkable lifetime of service. 

In commenting on his early days as a doctor, it 
would seem that his practice involved a little of every- 
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thing. He performed surgery, delivered babies, and 
even pulled teeth (the latter bringing screams of 
‘bloody murder’ from his patients, as he was not as 
proficient in the art of dentistry as he was in other 
aspects of medical work). 

Roads were rough, and the good-natured doctor 
used a horse and buggy for his early calls. Sometimes 
working into the wee hours of the night, he’d leave a 
patient’s home, climb into his buggy and fall fast 
asleep. His horse, “Black Beauty,” would unerringly 
find the way home, however. 

One of the finest things said about the physician 
were these words: “I’ve never heard him say an ugly 
word about any person whatsoever. Nor have I ever 
heard him say anything about a competitor. If he 
says anything about anyone, you can be sure it will 
be something to build character—never to tear it 
down.” 

William J. Beasley, summing it all up, is quite a 
doctor, quite a philanthropist, ‘quite a servant to man- 
kind. 


Dr. Victor Branford of Dillon has been elected 
president of the Pee Dee Medical Association for 
1958. 


At the Tenth Annual Meeting of the South Carolina 
Obstetrical and Gynecological Society, held in Colum- 
bia on November 2 and 3 in conjunction with the 
Georgia Obstetrical and Gynecological Society, Dr. 
Herbert Blake was succeeded by Dr. Lawrence 
Hester, Jr., as president. Papers were given by several 
South Carolina members and guests, Dr. Hugo Ris 
and Dr. Edwin Bradley of Greenville, Dr. Rowland 
Zeigler of Florence, and Dr. Harry Temple of Charles- 
ton. 


The Coastal Medical Society met at Walterboro on 
November 21. Dr. Ford A. Rivers of Charleston spoke 
on Congenital Heart Lesions. 


Dr. James R. Cain, native of Charleston, has been 
named director of the pathology laboratory at 
Spartanburg General Hospital. 

Dr. Cain has assumed his official duties at the hos- 
pital. 

He attended Charleston City Schools, the College of 
Charleston, and graduated from the Medical College 
of South Carolina in 1947. 

Dr. Cain interned at Kansas City, Mo., then served 
38 months residency in pathology at the Medical Col- 
lege of South Carolina, his residency ending in 1951. 

He spent two years in the Armed Forces, after 
which he settled in Atlanta, Ga. In Atlanta, he had 
further training in pathology and practiced pathology 
and clinical pathology at the Crawford W. Long 
Memorial Hospital, Grady Memorial Hospital and St. 
Joseph Infirmary all in Atlanta. 


Dr. Martin D. Young, director of the Laboratory of 
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Tropical Diseases, U. S$. Public Health Service at the 
South Carolina State Hospital, was on the staff of a 
training course in malaria eradication techniques held 
in Guatemala and El Salvador. The course was offered 
under the auspices of the Pan American Sanitary 
Bureau. 


Dr. Norton L. Williams, associate in psychiatry at 
the Medical College of South Carolina presented a 
paper at the annual convention of the Southern Medi- 
cal Association in Miami. 

The paper was titled “The Role of Psychotherapy 
in Modern Medicine.” 


SALK VACCINE 
New sstatistics produced by the National Health 
Survey indicate that 45,000,000 persons under 40 
years of age still have not received Salk poliomyelitis 
vaccine. The new data, based on information ob- 
tained in household interviews, also shows the 
following: 5,000,000 under 40 received one injection, 
in contrast to earlier estimates of 17,000,000; 25,000,- 
000 have received two shots, instead of the earlier 
estimate of 28,000,000; the number receiving the full 
three shots has increased from an estimated 28,000,000 
to 34,000,000. 
Commenting on the new Statistics, Surgeon General 
says: 
“It is encouraging to find that the number of per- 
sons with maximum protection is greater than 
had previously been estimated. However, the 
fact that there are still an estimated 45 million— 
15 million children and 30 million adults under 
40—with no protection is a matter of grave con- 
cern. . . The present supply of vaccine is ample 
and the manufacturers can produce additional 
vaccine in pace with the need. Unvaccinated per- 
sons who become crippled by paralytic polio in 
the future will suffer a dual tragedy: that of hav- 
ing a disability and of knowing that, in all 
probability, it could have been prevented by the 
simple and painless precaution of vaccination.” 
Last January the American Medical Association 
initiated the nationwide campaign to promote use of 
Salk vaccine, after a surplus started piling up and 
manufacturers cut their production. Subsequently, the 
surplus was wiped out and scattered shortages ap- 
peared. Now, however, supplies are adequate and 
manufacturers are prepared to step up their future 
output in line with demand. 
A.M.A. Washington Letter 


SENATE COMMITTEE MAY INCLUDE 

JENKINS-KEOGH IN OMNIBUS BILL 
The Jenkins-Keogh plan for tax deferment on re- 
tirement funds paid by the self-employed may be 
made a part of an omnibus tax relief bill for small 
business. The idea is under consideration by a tax 
subcommittee of the Senate Small Business Com- 
mittee which is continuing regional hearings on gen- 


eral tax problems for the small businessman and the 
self-employed. It is planned to have a committee bill 
reported out and ready for floor action by late Janu- 


While tax measures are supposed to originate in 
the House, the omnibus bill under study could be at- 
tached as an amendment to any House-passed tax 
bill that comes to the Senate. After passage by the 
Senate, it would go to conference if the House asked 
for such conference. No further hearings would be 
required under the procedure. However, by then, the 
House Ways and Means Committee would have 
covered the ground in its general tax hearings opening 
January 7 and running through February 7. 

The American Thrift Assembly is pushing for 
enactment of Jenkins-Keogh legislation in the interest 
of 10 million self-employed. Unlike employees of 
corporations and associations, they cannot set aside 
retirement funds with a deferment of taxes. 


DRS. GIBBES, WINSLOW OPEN PEDIATRICS 
OFFICE 

Dr. Robert W. Gibbes and Dr. Francis E. Winslow, 
Jr., have announced the opening of their office for 
the practice of pediatrics at 1517 Hampton Street, 
Columbia. 

Dr. Gibbes attended the Columbia schools and 
graduated from the University of South Carolina. He 
received his degree in medicine from Duke University. 
He took his internship and residency training in pedi- 
atrics at University Hospital in Baltimore, Md. Dr. 
Gibbes is married and lives at 1020 Bull St., his wife 
being the former Carolyn Williams of Frederick, Md. 

Dr. Winslow of Rocky Mount, N. C., was graduated 
from Episcopal High School, Alexandria, Va., and 
received his pre-medical education and A. B. degrees 
at Harvard University and the University of North 
Carolina. At North Carolina he was a member of Phi 
Beta Kappa and Delta Kappa Epsilon fraternities. He 
received his medical education at Duke University 
School of Medicine where he was a member of Alpha 
Omega Alpha society. He interned and completed his 
pediatric training at University Hospital, Baltimore, 
Md. Dr. Winslow served almost 4 years in the Navy. 


Dr. William S. Hall, superintendent, South Carolina 
State Hospital, is president of the recently organized 
South Carolina District branch of the American Psy- 
chiatric Association. 

Other officers: vice president, Dr. J. J. Cleckley, 
Department of Neuropsychiatry, Medical College of 
South Carolina, secretary and treasurer, Dr. Joe E. 
Freed, chief, women’s service, Columbia Division, 
S. C. State Hospital; councilors, Dr. W. P. Beckman, 
state director of mental health, Columbia and Dr. 
J. J. Nannarello, private practicing psychiatrist of 
Greenville. 

This first formal meeting was joint with the South- 
eastern Society of Neurology and Psychiatry. Speaker 
for the scientific program was Dr. A. S. Alison, visiting 
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professor of neurology from England, who is spending 
several weeks as a clinical lecturer at the Medical 
College in Charleston. 


At the annual Seaboard Railroad Surgeons’ conven- 
tion held in October in Richmond, Va., Dr. A. W. 
Lowman, of Denmark, was elected first vice president 
of the association. Dr. Lowman has been a member 
of the Seaboard railroad medical staff since 1939. 


Dr. Francis Nolan McCorkle, Jr., began the practice 
of medicine in Camden October 15th. 

Dr. McCorkle is a native of Camden and graduated 
from the Camden High School in 1948. Soon after 
graduation he entered the U. S. Armed Forces, and 
is a combat veteran of World War II, having served 
with the 45th Infantry Division in Germany. 

After being discharged from the service in 1946, 
Dr. McCorkle entered the University of South Caro- 
lina and was graduated from that institution in 1949 
with a B. S. degree. He was graduated from the 
Medical College of South Carolina in 1953. He in- 
terned at the Cincinnati General Hospital, affiliated 
with the University of Cincinnatti School of Medicine. 

During the past three years, Dr. McCorkle was 
Resident Physician in Internal Medicine at the Medi- 
cal College Center and Roper Hospitals, Charleston. 

This past year, Dr. McCorkle was Staff Physician 
at the Heart Clinic of the Medical College of South 
Carolina, having been awarded a Fellowship in Cardi- 
ology by the National Heart Institute, Bethesda, 
Maryland. He was a member of the Diagnostic Heart 
Catherization Team, and Heart Surgical Team at the 
Medical College of South Carolina. He was also Senior 
Resident in Internal Medicine at the Medical Center 
Hospital. 

Dr. McCorkle’s practice will be limited to cardi- 
ology and internal medicine, including allergy. His 
office will be located in the new Medical Building in 
Burndale Shopping Center. 


A legislative - governor’s committee headed by 
Rep. May of Aiken County on October 31 heard 
medical experts urge a centralized nursing home with 
special equipment to care for dying cancer patients 
who are poor. 

Mrs. Nettie Dickerson, Columbia nurse, told the 
committee that little more than custodial care could 
be given in regional nursing homes, the alternative to 
a centralized location. 

Dr. Leland Brannon, head of the cancer clinic at 
Columbia Hospital, said he was “convinced of the 
need of . . . a centralized hospital or nursing home 
where adequate care can be given these unfortunates.” 

Dr. Brannon said there are terminal cancer patients 
in “all counties across the state.” 

“Caring for them is a specialty. They need surgery, 
x-ray treatment and special medical treatment. Some 
places can’t give x-ray therapy and do not have neuro- 
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surgeons to perform pain-relieving operations,” he 
said. 

Dr. Brannon suggested also that in a central location 
experimental work could be done under financial 
grants available for such projects. 

Dr. Frank Geiger, of the State Health Dept.’s 
Division of Chronic Diseases, agreed that a centralized 
facility would be preferable. 

Arthur Rivers, director of the State Welfare Dept., 
said he thought there was “a good possibility that 
welfare payments up to $58 a month could be con- 
tinued to eligible patients. 


PHS ADVISES AGAINST COMMUNITY-WIDE 
TB X-RAY CAMPAIGNS 


Public Health Service, acting on advice of a com- 
mittee of medical and public health leaders called in 
to re-evaluate recent changes in the nature of the 
tuberculosis problem, is recommending against com- 
munity-wide chest x-ray campaigns for detection of 
TB. Instead PHS recommends that communities use 
tuberculin skin testing as a first step in case-finding, 
followed up with x-ray examinations for those with 
positive reactions. 

The service suggests, that x-ray examinations be 
continued on selective groups, those with greatest 
risk, such as persons confined to hospitals and other 
institutions, low-income groups, migrant workers and 
people known to have been exposed to the disease. It 
was emphasized that groups to be given x-rays should 
be selected locally, with the choice based on the local 
tuberculosis probtem, the expected yield of new cases 
and the adequacy of diagnostic and treatment facili- 
ties and of follow-up services. 

One factor given consideration in reaching the de- 
cision, PHS says, is “the problem of low-level radia- 
tion exposure from x-rays.” To further reduce radia- 
tion exposure, both of the operators and the public, 
PHS urges periodic inspection of all x-ray equipment, 
and installation of further protective devices where 
indicated. 

Of the new tuberculosis picture, PHS says: “In the 
last 15 years . . . the tuberculosis problem has changed 
radically. Some areas of the country are now practical- 
ly free of active cases of the disease. In other areas, 
tuberculosis continues to be serious prolylem, 
particularly among certain groups. While the number 
of active cases has declined almost 30 percent in the 
last 5 years, it is estimated that there are still alyout 
250,000 persons with active tuberculosis in the United 
States today.” 


The American College of Physicians named Dr. 
Peter Christopher Gazes, Charleston, as a Fellow of 
the College at the November 9-10, 1957 meeting of 
the Board of Regents at the College headquarters in 
Philadelphia, Pa. 

The following physicians from South Carolina were 
named as Associates of the College: 
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Columbia: Dr. Hugh Hammond Dubose, Dr. James 
Cain Vardell, Jr. 


Florence: Dr. Myers Hampton Hicks. 


Greenville: Dr. John Crawford Muller, Dr. William 
Watkins Pryor, Dr. Robert Richard Stanley. 


The largest meeting in 51 years of the history of the 
Southern Medical Association was held in Miami 
Beach, November 11-14. 


The unofficial registration total was 5,761 of which 
3,133 were physicians. 

At the conclusion of the meeting Dr. W. Kelly West 
of Oklahoma City, Oklahoma, was installed as Presi- 
dent succeeding Dr. J. P. Culpepper, Jr., Hattiesburg, 
Mississippi. Other officers elected at this meeting 
were: 

President-Elect—Dr. Milford O. Rouse, Dallas, 
Texas 

First Vice-President—Dr. Edwin H. Lawson, New 
Orleans, La. 

Second Vice-President—Dr. Donald F. Marion, 
Miami, Florida 

Elections by the Council included Council Chair- 
man, Dr. Fount Richardson, Fayetteville, Arkansas; 
Council Vice-Chairman, Dr. Harry Lee Claud, Wash- 
ington, D. C.; Member of Board of Trustees, Dr. J. P. 
Culpepper, Jr., Hattiesburg, Mississippi. 

Recipient of the Association’s Research Medal was 
Dr. Joseph M. Hill of Dallas, Texas. Dr. Hill is the 
sixteenth winner of this outstanding award for 
scientific research which was established in 1912. 

Dr. Kenneth M. Lynch, President and Dean of the 
Faculty of the Medical College of South Carolina, re- 
ceived the Association’s Distinguished Service Award. 

The future schedule of meetings is as follows: 

1958—New Orleans, Louisiana, November 3-6 

1959—Atlanta, Georgia, November 9-12 

1960—Baltimore, Maryland, November 14-17 

1961—Dallas, Texas, November 13-16 

1962—Miami Beach, Florida 


AMA’S REASONS FOR OPPOSING 
HOSPITALIZATION AT AGE 65 UNDER OASI 


Announcing that it will “strongly oppose” the 
Forand bill for hospitalization and medical benefits 
under social security, the American Medical Associa- 
tion has explained its reasons. The Forand bill is 
H. R. 9467, introduced late last session. It offers 60 
days of hospitalization, plus surgical benefits, and an 
additional 60 days of nursing home care, to all social 
security beneficiaries 65 years of age and older, and 
the same benefits to their survivors and dependents. 
Says Dr. David E. Allman of Atlantic City, AMA 
president: 

“This proposal is clearly ‘socialized medicine’ for 
a segment of the American people. Enactment 
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would permit the federal government to withdraw 

social security taxes on a compulsory basis from 

almost the entire working population and use 
those taxes to reimburse hospitals and physicians 
for services rendered to all persons eligible to re- 
ceive old age and survivors benefits. The Amer- 
ican Medical Association has repeatedly opposed 
compulsory health insurance and is unequivocally 
opposed to this new version.” 

A task force of the Board of Trustees now is making 
an intensive research study of the health status of the 
population 65 years of age and over. Heading this 
special group is Dr. George M. Fister of Ogden, 
Utah, under whose direction Walter Polner (Ph. D.) 
has been assigned to gather information on extent of 
the problem, economic resources of those affected, 
contributions from public assistance, relationship of 
the aged persons to others in the family group, in- 
cidence of hospitalization and illness by age groups, 
and growth within the last 10 years of voluntary 
health insurance for the aged. 

Answers obtained to these questions will be the 
basis of AMA’s testimony when the bill comes up in 
Congress next year and of the Association’s educa- 
tional efforts in behalf of the public. 


Solution to the problem, Dr. Fister maintains, is not 
a compulsory federal program but the extension to 
older persons of voluntary health insurance, which 
has such a remarkable record of service. Comments 
Dr. Fister: 


“The A. M. A. has supported and promoted vol- 
untary health insurance and other voluntary 
measures designed to promote individual and 
family economic security and _ responsibility. 
Progress in this direction has been phenomenal. 
Let’s not take hasty action. . . This picture is too 
complex. What we must do is study the problem 
carefully. Government intervention would be 
fatal.” 


Dr. Fister noted that “the strength of the opposition 
to this precipitate and revolutionary proposal is great.” 
He said that allied with the AMA were the American 
Farm Bureau Federation, the National Retailers 
Federation, the U. S. Chamber of Commerce, life and 
health insurance industries, the National Association 
of Manufacturers and “innumerable other organiza- 
tions and individual citizens who are opposed to gov- 
ernment intervention into medical and other private 
affairs.” 


Dr. Katherine MacInnis of Columbia was re-elected 
secretary-treasurer of the Southeastern Allergy Asso- 
ciation at its last meeting. 


Dr. Malcolm Dantzler, Charleston, has passed his 
examination for certification as a member of the 
American Board of Preventive Medicine and Public 
Health. 
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ANNOUNCEMENTS 


ATLANTA ASSEMBLY 

The Atlanta Graduate Medical Assembly will be 
held on February 17 - 19, 1958 at the Atlanta Bilt- 
more Hotel. The speaking faculty will include Drs. 
Paul B. Beeson, G. E. Burch, Philip K. Bondy, Mich- 
ael E. DeBakey, Robert P. Glover, Bayard Carter, 
John A. Wall, Robert B. Heath, Raymond D. Adams, 
Bronson S. Ray, Hans Popper, Sydney S. Gellis, 
Harold O. Peterson, and Edwin L. Prien. 

Write to: Atlanta Graduate Medical Assembly, 875 
West Peachtree St. N. W., Atlanta, Georgia. 


SIXTH Postgraduate Course—DIABETES and 
BASIC METABOLIC PROBLEMS, 

Christopher J. McLoughlin, M. D., Director. 

C. Raymond Arp, M. D.; Walter L. Bloom, M. D., 
Associate Directors. 

January 22, 23, 24, 1958. Academy of Medicine, 
Fulton County Medical Society, Atlanta, Georgia. 

FEES: $40 for the three-day Course for members 
of the American Diabetes Association; $75 for non- 
members. The full fee is payable at the time of filing 
application for the Course and will be returnable by 
the Association to any registrant who submits his 
withdrawal in writing not later than January 10. 


The Bureau of Old-Age and Survivors Insurance, 
Social Security Administration, has announced vacan- 
cies for full-time and part-time Medical Consultants 
in its Division of Disability Operations. The Division 
is responsible for making determinations of disability 
under the disability insurance provisions of the Social 
Security Act. These positions are available in the head- 
quarters offices in Baltimore, Maryland. 

The full-time positions are under Civil Service and 
incumbents will receive all Federal Civil Service 
benefits such as retirement, life insurance, and vacation 
and sick leave privileges. The salary range is $10,065 
to $11,395 a year depending on the individual’s 
qualifications. The salary in part-time positions is paid 
on a per diem basis. 

An article describing in greater detail the basic 
medical aspects of disability insurance operations 
under the Social Security Act may be found in the 
January 15, 1955, issue of the Journal of the American 
Medical Association, pages 270 and 271. Copies of 
this article are available on request. 

These positions, in Baltimore, Maryland, afford ex- 
cellent opportunities for participation in clinical work 
and study in the city’s nationally recognized hospitals. 

Physicians interested in either full-time or part-time 
positions may write to Dr. Arthur B. Price, Chief 
Medical Consultant, Division of Disability Operations, 
200 West Baltimore Street, Baltimore 1, Maryland, for 
further information. 
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DR. ROBERT B. DURHAM 

Dr. Robert B. Durham, Columbia surgeon, died at 
his home, Sleepy Hollow in Lexington County, October 
5, 1957. 

Dr. Durham, 65, had been ill for several weeks. 

A prominent Columbia surgeon, Dr. Durham had 
practiced medicine in Columbia since 1915 until his 
retirement two years ago. He had been chief of the 
surgical staff at the Columbia Hospital of Richland 
County, Providence Hospital and the South Carolina 
Baptist Hospital in Columbia. 

Dr. Durham was born on February 12, 1892, at 
Ethridge’s Mill in Orangeburg County. He received 
his early education at schools in Orangeburg County 
and later attended Eau Claire High School and 
Columbia High School here. 


After his public school education he attended the 
South Carolina Co-Educational Institute at Edgefield 
where he was a member of the First Baptist Church. 
He received his medical degree from the University 
of Georgia’s School of Medicine on May 13, 1913. He 
first practiced medicine at Perry, S. C., but he had 
been located in Columbia since 1915. 

In June, 1917, he volunteered for service in the 
United States Army and was commissioned a first lieu- 
tenant. He was called into service on August 20, 1917, 
and sailed for France on September 6, 1917. He served 
with troops in France for 23 months, first as battalion 
surgeon in the 101st Infantry and later as commander 
of the 102nd Ambulance Corps. He was promoted to 
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the rank of Captain in February, 1919. 

While in France he studied at the University of 
Bordeaux for a year, taking a special course in surgery. 
He returned to the United States and received his 
honorable discharge in August, 1920. 

Upon his return to Columbia, he immediately re- 
sumed the practice of medicine. He then served as 
medical director of the United States Veterans Bureau 
in Columbia from the time of its organization until 
the completion of the Veterans Hospital here. He then 
resigned since further service with that organization 
would have required his full time. 

Throughout his medical career, his primary interest 
was surgery, and he served for eight years in the early 
part of his medical service as assistant to the late Dr. 
Julius H. Taylor of Columbia. He was a Fellow of the 
American College of Surgeons. 

He had served as vice president, chairman of the 
board of censors and president of the Columbia Medi- 
cal Society, and he was president of the South Caro- 
lina Medical Association in 1948. 

Dr. Durham came from a long line of physicians, his 
grandfather having been an honor graduate of the 
University of Pennsylvania in 1859. His father was a 
doctor, and his late brother, Dr. I. D. Durham, prac- 
ticed for many years. 


DR. HOWARD M. WALKER 


Dr. Howard M. Walker, radiologist of Spartanburg, 
S. C. died at Duke University Hospital in Durham, 
N. C. on November 26, 1957 after a brief illness. He 
had practiced radiology in Spartanburg for twenty- 
five years. 

Dr. Walker was born in Killeen, Texas on February 
1, 1898. He graduated from the Medical School of 
Texas Christian University in 1921. He did general 
practice in Texas for eight years, later practicing in 
Hondurus and Guatemala. Subsequently he was asso- 
ciated with the U. S. Public Health Service in New 
Orleans, Louisiana. Dr. Walker studied extensively in 
this country and in Vienna. He was connected with 
several New York Hospitals; Bellevue, Roosevelt and 
the New York Lying-In Hospital. Prior to coming to 
Spartanburg he was associate professor of radiology at 
Yale University Medical School. 

He was an accomplished linguist, speaking Italian, 
Spanish, French and German fluently. 

Dr. Walker was a diplomate of the American Board 
of Radiology, a Fellow of the International Academy 
of Medicine, a member of the American College of 
Radiology and the Radiological Society of North 
Carolina. 


BOOK REVIEWS 


CLINICAL CARDIOPULMONARY  PHYSIOL- 
OGY, Sponsored by The American College of Chest 
Physicians, Burgess L. Gordon, M. D., Editor-in-Chief, 


Grune and Stratton, New York, 1957. Price: $15.75. 

This book, edited by nine recognized authorities on 
chest disease, is a compilation of writings of 52 
contributors on subjects on which they are recognized 
specialists. 

Discussion includes among other subjects methods 
of examination and testing of lung function, normal 
physiology and anatomy of the lungs, impairment of 
mechanics of respiration, asthma, emphysema, 
Pneumoconioses, and sections on congenital and 
acquired heart disease, congestive heart failure, and 
pulmonary circulatory abnormality. 

The book is well arranged, and the subject matter 
is presented in such a way that it is for the most part 
easily understood by the clinician. It is apparent that 
effort has been made by the contributors to use a 
practical approach to the subjects presented, and to 
consider them from the clinician's point of view. 

In some chapters emphasis is placed on procedural 
techniques and pathologic physiology of disease. In 
others, discussion of the clinical picture of disorders 
under consideration is emphasized along with the 
physiologic approach to diagnosis and treatment. 

This volume is useful as a reference for the clinician 
rather than of interest to the investigator. Techniques 
presented are those in general use and widely ac- 
cepted as suitable for clinical application. It is recom- 
mended as a worthwhile addition to the library of 
both medical and surgical clinicians whose interests 
are in chest disease. 

Kelly T. McKee, M. D. 


GENERAL UROLOGY. Donald R. Smith, M. D. 
1957—Lange Medical Publications—Los Altos, Calif. 
Price $4.50. 

I have had the pleasure of reviewing General Urol- 
ogy by Donald R. Smith. It is a well-prepared com- 
monsense approach for a quick and comprehensive 
reference of urological diseases. 

I find it to be a well-illustrated text, preferable for 
reference and done in outline form. 

Paul W. Sanders, Jr., M. D. 


ONE SURGEON’S PRACTICE by Frederick Chris- 
topher, M. D., W. B. Saunders Company. Philadel- 
phia 1957. 

This is an enjoyable account of the author's ex- 
periences as a surgeon and teacher. The 141 page 
book is divided into 14 chapters which include the 
author’s opinions concerning the conduct of the sur- 
geon, philosophy pertaining to the field of surgery, 
and advice to student, trainee, and practicing surgeon 
based on his 35 years of practice. Much of the book 
is an autobiography of his own practice. 

The purpose of the book is to pass on to others that 
which the author has learned from experience. Dr. 
Christopher is now Emeritus Professor of Surgery, 
Northwestern University Medical School and is well- 
qualified to write such a book. 

Consideration is given to the choice of college, 
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medical school, internship and residency. Choice of 
location in. which to practice, partnerships, group 
practices, hospital and society memberships are re- 
viewed. There are valuable suggestions to the young 
surgeon who is beginning his practice, including 
proper conduct in the hospital. Age old questions such 
as “what the terminal cancer patient should be told” 
are given brief consideration. The importance of 
proper relations between the surgeon and anesthetist, 
general practitioner, and internist are stressed. The 
pitfalls of surgery and the major reasons for most mal- 
practice suits are listed and briefly discussed. All sur- 
geons are encouraged to teach and to write regard- 
less of whether or not they are affiliated with a teach- 
ing center. In the latter chapters are recorded the 
author’s personal observations about non-professional 
activities, surgical fees, the doctor as a witness, and 
the rewards of the practice of surgery. 

The book has merit in that it offers much food for 
thought. It can be a guide for the trainee and gives 
the surgeon a chance to compare his own life as a 
surgeon with that of a man who has been a dedicated 
surgeon, teacher, and writer. 

R. Randolph Bradham, M. D. 


A TEXTBOOK OF HISTOLOGY by A. A. Maxi- 
mow and William Bloom. 7th Edition. W. B. Saun- 
ders Co. Philadelphia 1957. Price $11.00. 

The seventh, 1957 edition of “A Textbook of Histol- 
ogy” by Maximow and Bloom was partly written and 
edited by Professor William Bloom of the University 
of Chicago. Larger and smaller sections were written 
by other authors. In the preface Professor Bloom gives 
credit to thirty-two different investigators and scholars 
who have assisted in one way or another. Thus, the 
textbook material presented comes from a broad base 
of scholarly experience and intellectual power. 

The topic “Histology”, as taught in medical schools, 
must introduce the student to a very large amount of 
material. Further, histology today is growing so rapid- 
ly that it may well be said to be “exploding”. It has 
given off, and is giving off, whole new sub-sciences, 
such as cellular immunology, morphologic hematology, 
exfoliated cytology, histochemistry, microscopic cir- 
culatory physiology, and others. One new direction of 


study consists of the electron microscopy of cells and 
portions of organized tissues. This new edition of the 
textbook introduces a fairly large amount of material 
based upon electron microscopy at magnifications up 
to as much as one hundred thousand diameters. Newer 
concepts are also based upon phase microscopy, color 
contrast microscopy, transillumination of living in- 
ternal organs, tissue culture, cytochemistry and 
others. 

The textbook, as it stands, is a magnificent intro- 
duction to many subdivisions of basic approaches to 
trying to understand the structure of living things. As 
might be expected, no subject treated is dealt with 
fully. The bibliographies in the chapters are good, 
again only as introductions to topics. 

Each edition of this book has been famous for the 
excellence of its illustrations. Some of the older figures 
drawn by the late Professor Maximow himself are 
unsurpassed by any in the world. The new edition 
contains many drawings in color made by Esther 
Bohlman, who has worked with Professor Bloom for 
years and has become one of the finest living medical 
illustrators. The new edition contains a number of 
colored plates taken from v. Herrath and Abramow. 
Some of these have not reproduced too well and were 
of doubtful value in the first place. Some of the older 
black and white illustrations, carried over from pre- 
vious editions, show the effects of wear on the printing 
plates; new plates should be made. The illustrations 
on page 375 designed to show differences in the 
structure of different portions of the gastro-intestinal 
tract are made at much too low magnification. As they 
stand, they are of almost no use. In general, those 
illustrations selected to show the distribution of small 
vessels within organs were poorly selected. The litera- 
ture contains many excellent illustrations demon- 
strating significant features of the angioarchitecture, 
which should go into subsequent editions. 

However, small adverse criticisms aside, it is a 
privilege to point out that this volume is a necessary 
book as an introduction to scholarly study by those 
interested in the available and rapidly growing know!- 
edge of the structure and functioning of cells, tissues 
and organs. 

M. L. Knisely, Ph. D. 
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1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


‘To support the State Health Council 
in its announced program. To sponsor 


TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tios. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of 
South Carolina and to bend our efforts 
toward keeping its standards of educa- 
tion on a par with other medical col- 
leges throughout the country. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 


domination of medical practice or of 
medical education. 
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a superior psychochemical 


for the management of both 
minor and major 


emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 


@ more effective than most potent tranquilizers 
e as well tolerated as the milder agents 


e@ consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 
It is a single chemical substance, thoroughly tested and found particularly suited 


in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.i.d. 


e In psychotic conditions one 10 mg. tablet t.i.d. 
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THE 1957 PRINCIPLES OF MEDICAL ETHICS 


PreEAMBLE—These principles are intended to 
aid physicians individually and collectively in 
maintaining a high level of ethical conduct. 
They are not laws but standards by which a 
physician may determine the propriety of his 
conduct in his relationship with patients, with 
colleagues, with members of allied professions 
and with the public. 


Section 1—The principal objective of the 
medical profession is to render service to hu- 
manity with full respect for the dignity of man. 
Physicians should merit the confidence of pa- 
tients entrusted to their care, rendering to each 
a full measure of service and devotion. 


Section 2—Physicians should strive con- 
tinually to improve medical knowledge and 
skill, and should make available to their pa- 
tients and colleagues the benefits of their pro- 
fessional attainments. 


Section 3—A physician should practice a 
method of healing founded on a scientific 
basis; and he should not voluntarily associate 
professionally with anyone who violates this 
principle. 


Section 4—The medical profession should 
safeguard the public and itself against physi- 
cians deficient in moral character or profes- 
sional competence. Physicians should observe 
all laws, uphold the dignity and honor of the 
profession and accept its self-imposed disci- 
plines. They should expose, without hesitation, 
illegal or unethical conduct of fellow members 
of the profession. 


Section 5—A physician may choose whom 
he will serve. In an emergency, however, he 
should render service to the best of his ability. 
Having undertaken the care of a patient, he 
may not neglect him; and unless he has been 
discharged he may discontinue his services 


only after giving adequate notice. He should 
not solicit patients. 


Section 6—A physician should not dispose of 
his services under terms or conditions which 
tend to interfere with or impair the free and 
complete exercise of his medical judgment and 
skill or tend to cause a deterioration of the 
quality of medical care. 


Section 7—In the practice of medicine a 
physician should limit the source of his profes- 
sional income to medical services actually 
rendered by him, or under his supervision, to 
his patients. His fee should be commensurate 
with the services rendered and the patient's 
ability to pay. He should neither pay nor re- 
ceive a commission for referral of patients. 
Drugs, remedies or appliances may be dis- 
pensed or supplied by the physician provided 
it is in the best interests of the patient. 


Section 8—A physician should seek consulta- 
tion upon request, in doubtful or difficult cases 
or whenever it appears that the quality of 
medical service may be enhanced thereby. 


Section 9—A physician may not reveal the 
confidences entrusted to him in the course of 
medical attendance, or the deficiencies he may 
observe in the character of patients, unless he 
is required to do so by law or unless it becomes 
necessary in order to protect the welfare of the 
individual or of the community. 


Section 10—The honored ideals of the medi- 
cal profession imply that the responsibilities of 
the physician extend not only to the individual, 
but also to society where these responsibilities 
deserve his interest and participation in 
activities which have the purpose of improving 
both the health and the well-being of the in- 
dividual and the community. 
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It is my personal impression that boys choose 
medicine for one or more of three reasons and oc- 
casionally go to medical school because of a fourth. 
The first reason is that they sense the nature of the 
doctor's relationship and the mystery of it, the good 
that doctors do, and the respect and affection in 
which doctors often seem to be held. The second 
motive is perhaps not precisely a motive but rather 
a susceptibility or field of interest; it shows in the 
boy who loves animals, keeps pets, and prefers 
rambling in the countryside, or a visit to the zoo, to 
any other use of his time. He is at heart a biologist. 
He stands transfixed by the contemplation of living 
things, and, as his mind becomes more mature, he 
is fascinated by the phenomena and the mysteries of 
human life. The third motive relates to the power 
and composure, the prestige, and sometimes the evi- 
dent ease and wealth of the doctor. Such authority 
any child can feel without putting it in so many 
words. Like the primary colors, which are rarely seen 
in nature unmixed, these motives, combined in one 
or another individual proportion, seem to me to com- 
pose the primary reasons for the choice of a medical 
career. There is, of course, a fourth reason, but it can 
hardly claim consideration as a motive. Some boys 
are so harried by their parents to become doctors that 
they go to medical school in default of any other 
tastes or interests strong enough to withstand parental 


pressures. When you see such students—and such 
doctors—you can be sorry for them, but you can 
regret even more that they have taken a place de- 
sired by others who would have brought a deeper 
interest and a happier devotion to the practice of 
medicine. I would be sorrier for those who go into 
medicine against their own will had I not seen ex- 
amples of the deftness they can use in avenging 
themselves. One young man I knew, who was forced 
into studying medicine when he preferred music, 
completed medical school and then became organist 
of the Church of Christ, Scientist. 

Challenges to Contemporary Medicine. Alan Gregg. 


“By and large, I could think of no more deceptively 
destructive device for throwing away the best po- 
tentialities of full time medical education than or- 
ganizing medical faculties on the basis of group 
practice. Furthermore, to organize a medical faculty 
into a form of group practice. invites the opposition 
as well as the jealousy of the practitioners in the 
community who are not on the faculty. To minimize 
any misunderstanding, we might add that a sub- 
stantial increase of group clinics would improve the 
practice of medicine, and especially surgery, very 
appreciably. So it is no reflection on group practice 
to say that its essentials are not the essentials of 
teaching or research. 
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Burdick Infra Red Lamp 


Winchester Surgical Supply Co. 
East 7th St. Tel. 2-4109 Charlotte NC 


CAROLINAS, 


F URNITURE, SCIENTIFIC EQUIPMENT, INSTRUMENTS, 
LABORATORY SUPPLIES ORTHOPAEDIC APPLIANCES 
AND SUPPLIES 


,; portable lamp that could be prescribed for use 


Distributors KNOWN BRANDS PROVEN TY 


Burdick pioneered the first infra-red lamp for 
medical use. Today, more than 50,000 Burdick 
Zoalites are in use in doctors’ offices, clinics, 
and hospitals throughout the world. 


Realizing the value of infra-red therapy as an 
aid in treating arthritis, injuries, and muscular 
aches and pains, doctors asked for a small 


in the home or office. 


The Z-70 Zoalite, illustrated in this ad was the 
answer. 


Price complete with adjustable floor stand 
$33.00 


HOUSE 


Winchester-Ritch Co 
421 W Smith St Tel $656 Greensboro NG 
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Allen’s Invalid Home 
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Ayerst Laboratories 

Bayer Company, The 
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Phone WAlnut 1700-1701 % | Wachtel’s Physician Supply Co. 
® | Wallace Laboratories 
Waverley Sanitarium, Inc. 
Westbrook Sanatorium 
Winchester Surgical Supply Co. 
Winthrop Laboratories, Inc. 
World Insurance Company 
Wyeth, Inc. 


56 Auburn Avenue 


WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 
INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 


Dr. CHAPMAN J. MILLING, MEDICAL DIRECTOR 
Dr. JAMES B. GALLOWAY, SENIOR ASSISTANT PHYSICIAN 


FOR RESERVATION CALL 2641 FOREST DRIVE 
SUPERINTENDENT 2-4273 COLUMBIA, S&S. C. 
FIRE SPRINKLER SYSTEM THROUGHOUT HOSPITAL 
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